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FACTS AND STATISTICS OF SIGNIFICANCE FOR PSYCHIATRY* 
WILLIAM C. MENNINGER, M.D. 


It used to be generally assumed that the mentally ill could be separated 
from the general population and segregated in hospitals under the care of 
physicians, who were themselves, also, segregated from civil life by reason 
of their occupation. a 

This assumption has changed so gradually and yet so radically that psy- 
chiatrists are not yet fully aware of the extent of their field. Its scope be- 
gan to enlarge by leaps and bounds when psychiatrists emerged from insti- 
tutions and began to treat people who had not retreated from life but were 
Struggling bravely in midstream. These extramural patients were not iso- 
lated; they remained in contact with family, employer, friends, enemies, 
Schools, courts, prisons, social agencies, industry, labor and a host of other 
external factors while they were seeking an answer to personal problems. 

Unfortunately there were far too few psychiatrists to keep up with this 
expanding field. It is not surprising that psychiatrists, confronted with 
tremendous demands and seemingly endless opportunities to apply psychi- 
atric principles to human problems, and hampered by a lack of trained 
Co-workers, felt it advisable to limit their efforts to clinical work with a 

ew patients rather than to try to so 

This modesty in aim accounts in par 
chiatrists toward broad social problems 
Solve them from some responsibility, eit 
of the public. 

Psychiatrists are citizens wit 


lve the ills of the world. 

+ for the apparent apathy of psy- 
of our time. But it does not ab- 
her in their own minds or in that 


h a certain amount of specialized knowledge 


which can be applied to social problems. There are an increasing number 
Who believe that even if our knowledge of these problems and their solu- 
tion is inadequate and untried, it should be extended by research and edu- 
ation and re-enforced by the enlistment of more personnel. 

Most of us in psychiatry have little opportunity to survey the needs in 


* Part of the statistical material in this paper was presented at the Annual Meeting 


of The Menninger Foundation, Dec. 3-4, 1946, in Topeka. These data with many 
additions were brought up to date for publication October, 1947. The illustrations 
were prepared by Mr. William H. Campbell of the Visual Aids Section of Winter Vet- 


` erans Administration Hospital, Topeka. 
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our own field. It might be argued that when there are not enough psy- 
chietrists, psychologists and social workers to take care of the patients who 
want treatment immediately, it is useless to uncover the extent of the 
total need. But it is only as we appraise existing facilities, opportunities 
and needs that we can estimate shortages, recruit personnel, and establish 
goals. Only as we survey the situation can we make plans for preventive 
measures. 

The facts and figures in this presentation have been collected over a 
period of many months. No attempt has been made to give interpreta- 
tions or discussion, inviting as such an attempt has been. Rather, an 
effort has been made to collect those data of special significance to psychi- 
atry, with the references as to their sources, and to permit the figures and 
facts to stand by themselves for what use others might make of them. 
They are presented in outline form as being the most practical for covering 
so great an area of interest. 

I. Survey of Maladjustment (mental illness). 

A. Evidence and facts regarding the extent and incidence 
1. In military service 
a. Draft results: 
15,000,000 men examined?! 
1,846,000 men rejected for NP disorders (12%) 
These were 38% of all men rejected for all causes 


MILITARY MANPOWER LOSS 
(DUE TO MENTAL & PHYSICAL CONDITIONS) 


15,000,000 10,000,000 8,750,000 
EXAMINED ACCEPTED FIT a 


ge 
250000 OUEDICAL 
T 
"4887800 © 34% N.P. 
REJECTED 
_ At Induction Center 382,000 
Nate ii 250000 


38% N.P—p> 1,846,000 
2478000 LOST FROM 
NEUROPSYCHIATRIC DISORDERS 
Fig. I. 


1 All army figures obtained through the Medical Statistics Division, Office of The 
Surgeon General, 1946. 
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b. Hospital admissions: 
Army: approximately 1,000,000* for psychiatric disorders 
which were 6% of all hospital admissions. Number of 
different individuals is estimated at 750,000 to 800,000. 
Navy: approximately 150,000 for psychiatric disorders? 
c. Medical discharges: 
Army: 387,000! or 37% of 1,049,000 discharges for med- 
ical disability were for NP reasons. 
| Navy: 76,621 or 32.4% of all medical discharges were 
J due to NP disorders.’ 
d. Administrative discharges: 
Army: 163,000! (for reasons of psychopathic personality, 
mental deficiency, drug addiction, homosexuality) 


Navy: 91,563 men were “separated” from training centers 


because of NP reasons. 


e. Total manpower loss from all discharges: 
d for personality problems 


ek 


BS S 

‘COME TWO 
© 

2000000000000 


4 o 


HONORABLE STIGMATIZED 
AND YET BOTH MEN ARE VICTIMS 
OF CONDITIONS OVER WHICH THEY 
HAVE LITTLE OR NO CONTROL. 


Fic. II. 


2. In mental hospitals . 7 

: a. 97% of hospitalized mental patients are m public hospitals. 
j 87% of these are in State Hospitals.® 
? Braceland, F. J.: Psychiatric Lessons from World War II. Am. J. Psychiat., 


103: 
oo 587-593, March 1947. 
Patients in Mental Institutions, 1942. Department of Commerce, Bureau of the 
ensus. Washington: Government Printing Office, 1944. j 
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b. 100,000 new admissions to State Hospitals in 1943* 
67,000 discharges X 
33,000 net annual increase in hospital population 
271,209 admissions to mental hospitals in 19465 
c. In 1945, 1,738,944 beds in all hospitals (general and special, 
private and public) 
657,393 beds in mental hospitals. 

That means that 38% of all hospital beds were for psychiat- 
ric use and 68% for all other types of patients in U. S. 
in 1945.8 In 1946, 1,468,714 beds in all hospitals; 674, 
939 beds in mental hospitals, or 46% of the total beds in 
1946. (Great loss in total hospital beds in 1946 due to 
closure of Army-Navy hospitals)’ 

d. American Hospital Association figures for year ending Sept: 
1946, are somewhat different.’ 

568,473 beds in mental and allied conditions hospitals 

556,474 beds in general and special hospitals of both short- 
term and long-term types. According to these figure’ 
51% of all hospital beds are for mental patients. 
one includes tuberculosis beds (74,867) and federal hos- 
pital beds (235,964), this gives a total of 1,435,778 beds: 
Of this total, psychiatric beds represent about 40%. 

3. “Minor” mental disorders 
a. In military service: 3% to 7% of all trainees consulted® the 
Mental Hygiene Clinics; only 7% of those who did so ha 

to be hospitalized. 

Unknown but large number consulted division psychiatrist’ 
and flight surgeons who did not have to be referred t0 
hospital. These figures and facts should be considet® 
in light of the known number of admissions for psychiatri? 
reasons to Army hospitals. 


4 Bureau of Census Figures quoted by Dr. Frank Fremont-Smith: New Opportur 
ties for Improvement of Mental Hospitals. Talk given to Mental Hospital Sectio”” 
American Hospital Association, October 1946. A 

5 Arestad, F. H., and Westmoreland, M. G.: Hospital Service in the U. s. J 
M. A., 133: 1066-1067, Apr. 12, 1947. 

6 Arestad, F. H., and Westmoreland, M. G.: Hospital Service in the U.S. Co 
on Medical Education and Hospitals of the American Medical Assn. J. A. M.A» 
1073, April 20, 1946. 


ud! 


r _ Be 
1 American Hospital Association Directory, 1947. Information furnished by Re 


Almack, Research Analyst, American Hospital Association, June 23, 1947; Y* 
Norby on Sept. 9, 1947. . 738° 
8 Guttmacher, M. S.: Army Consultation Services. Am. J. Psychiat.» 102: 
748, May 1946. 
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b. In civilian life: Spot surveys indicate that 30%° of hospi- 
talized general and medical and surgical cases are more 
or less neurotic; 58% of an unselected group of cases 
display harmful emotional reactions and in 26% the emo- 
tional reactions were the chief cause of the illness.?° 

48% of patients consulting gastro-enterologists have no 
organic gastrointestinal disease. 

There has been a wide variation in estimates of the incidence 
of “functional” disorders among all patients consulting 
physicians: Rennie 50%; Kirk 50%; Halliday 33%; 
Strecker 50% to 70%; Clarke 49% of pediatric practice; 
Cavanaugh 33%; Weiss 35%; Wearn 50%; Hathaway 
30-60%; Harrison 60-70%.2 40-60% of cases in general 
hospitals are primarily psychiatric.’ 

B. Facilities and personnel 
1. Conditions 

a. State Hospitals wer 
17.5% in 1946.5 

11 states in 1945 with n 


e over-crowded by 12.3% in 1945; 


o over-crowding of patients: R. L, 


ychosomatic Disturbances in Patients 


Med., 7: 220-223, July 1945. 
New York, Commonwealth Fund, 


ti mlittelmann, B. et al.: Personality and Ps, 
fb oe and Surgical Wards. Psychosomat. 
1939 obinson, G. C.: The Patient as a Person. 
9, Pp. 388-414. ; 
M Stevenson, Geo. S.: Why Patients Consult the Gastro-Enterologist. J. A.- 
+ A., 94: 333-337, Feb. 1, 1930. 
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C. A.: Psychiatric Education. Am. J. Psy- 
J T.: Bull. U. S. Army Med. Dept., 78: 40, 
aly 1944, Halliday, J. L.: Psychoneurosis as a Cause of Incapacity Among Insured 
85, Mar. 9, 1935 and p. 99, Mar. 16, 1985. 
Philadelphia, J. B. Lippincott, 1942, 
Mental Hygiene, 14: 797-812, Oct. 
Clarke, E. K.: Old Problems in New Set! Journal-Lancet, 63: 129-131, 

ariy 1943. Cavanaugh, J. R.: The Psychosoma ic Hi ‘Ys Med. Ann. of District 
Columbia, 15: 325-329, July 1946. Weiss, Ed.: Paychosomatt’ Medicine and ta 
neral Physici St. Med. J., 13: 181-184, Sept. 1941. Wearn, J. T.: 
beer oe ron ; 34. 1517-1520, Aug. 30, 1947. 


© Challen i i J. A. M. A., 134: 1 
ge of Functional Disease. v.41 4o L 
Hathaway, S. R.: Multiphasic Personality Inventory. Modern Hospital, 66: 66-67, 


Pr. 1946. Harrison, F. M.: Role of the Emotions in Disease- Delaware St. Med. J., 


9: 
19-83, May 1947. a 
Cago baugh, F. G.: The Care of the Psychiatric Patient in General 
» Amer. Hosp. Ai 
‘ p. Assn., 1940. ; 
bi n Normal Capacity, Administrative of State Hospitals for 
3 ki Disease. 1945. Dept Commerce, Series MP #13, April 


Hospitals. Chi- 


Staff and Expenditure 

Bureau of Census, 

15 7 n 

Pigs Surrent Population Reports, Mental Institutions. Bureau of Census. Series 
> No. 17, Sept. 10, 1947. 


16 Felix, R. H.: Psychiatric Plans of the USPHS. Ment. Hyg., 30: 381-389, 


1946. 


17 Elliott, M. M.: Testimony on National Neuropsychiatric Institute Act. Mar 
1946, 51160, Government Printing Office, 1946, p. 94. 

18 Directory of Psychiatric Clinics. New York: National Committe 
Hygiene, 1944. 

19 Social Work Year Book, 1947. New York: Russell Sage Foundation, 
pp. 319-320. 

19 Personal communication from Dr. Charles E. Shepard, secretary of the 
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Ind., S. Dak., Neb., N.C., Tenn., Ala., Tex., Mont., Wyo., 
N. Mexico. 

26 States in 1945 with 1 to 20% over-crowding. 

11 States in 1945 had 20% over-crowding or more: Vt., 
N.J., Penn., Ia., Del., W. Va., Ga., Ky., La., Ariz., Calif.; 
most overcrowded in 1946 were Arizona with 58.4%; 
Louisiana 57.4%; Illinois 50.1%.® 

Variously estimated that 130,000 to 191,000 additional 
beds are needed in mental hospitals.! 


. Only limited care is available in general hospitals. There ate 


4,302 general hospitals in the U.S. In 1940, only 63 had 
any kind of facility even for mildly ill psychiatric patients. 
Many refuse to take care of any psychiatric patients.” 


. Community clinics. In 1944, 600 clinics but need for 1300 


child guidance clinics; 25 states without any type of 
community psychiatric clinic.!” 

The 1944 Directory of Psychiatric Clinics lists 341 com 
munity psychiatric clinics, 175 of which accept or are 
exclusively for children. (New York had 126 of the 
total and 20 states had none!)?8 

Free psychiatric clinics in all number 688. 285 of these for 
children only; of the total number, 310 are community 
clinics and 373 are divisions of State or County gover™ 
ment.!9 A 


. College mental hygiene. Survey!®™ conducted for the Thi 


National Conference on Health in Colleges solicited 1 
formation from 1,000 colleges and universities; 300 ape 
swered. Regarding mental hygiene, these reported: 
152 colleges stated that “medical counseling in me? 
hygiene” is available to students. M 
145 colleges stated that psychiatric consultation is availab 
through the student health service. v 
90 colleges stated that courses in ‘mental hygiene” 2 
joy 


8 


e for Mest! 


194 


pir 


National Conference on Health in Colleges. 
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offered for college credit. Of this number, 79 gave 
information as follows: Course is required in, 13; 
elective in 66; average total class hours of course is 
37; average annual enrollment in course is 63; usual 
class size averages 27. 
2. Costs 
a. Standards approved by American Psychiatric Association.”° 
$5.00 per day for acute and recovering patients, 
$2.50 per day for chronic cases. 
b. Actual costs (General hospital patients $7-11 per day)” 
(Average rate for single room in 1,645 reporting general 


WHICH sa WE HAVE 


Frc. III. Budget needs in state hospitals 
hospitals in U. S. is $8.57 plus all extras—drugs, anes- 


medical costs, etc.)”* 
nt in state hospitals in 1945" 


$386.80 per year per patie 
ed from 1944); $445.85 in 1946. 15 


thesia, x-ray, 


(This is up $20 per year 
$563.11 per year in 1945 per p: 
$644.82 in 1946. 
$197.55 per year in 1945 per patient in Kentucky was lowest; 
$219.64 in 1946. 
wy 20 aa Psychiatric Association Committee on Public Education, 
a See Hospitals, 20: 49, Sept. 1946; also article by Clark, G. J.: Rates—Establish- 


ng Them 8, July 1947. 
on a Sound Basis. Hospitals, 21: 35-3 y 
** Rate Structure Variations. A National Survey. Hospitals, 21: 33-35, Sept. 


1947, 


atient in Wisconsin was highest; 


released 
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$165,743,122 total cost for year in 1945 
$1.05 per day per patient, national average in 1945; $1.22 
in 1946 
500-700 million dollars would be the cost if minimum stand- 
ards outlined above would be met.” 
Other figures of cost: 
193732 1944% 
Maintenance of patients in 
State Hosp.............. $230, 866,000 $301,000, 000 
Earning loss of first admis- 
sions to State Hosp. in 
WE RAAE $552,720, 000 $658, 000, 000 
Maintenance and earning 
loss of mental illness of 
patients outside institu- 
BODE rege na prea eriornonnns $331 , 591,000 $332,000, 000 


ON $1,115, 177,000 $1,295, 000,000 


Davis estimates cost of psychiatric service in U. 5. at 
$180,000,000 a year” 

The following compilation of expenditures made in the U.S: 
last year provides some interesting comparisons: 


Examples of consumer expenditures*** 


Millions of 
Dollars 


Food, tobacco, and beverages. .......-.-:.0seeeee renee 
Home rent and household operation . 
Clothing, accessories, and jewelry ............+++200005 
Medical and dental care............ 6.0 c cece eee eee ees 


Personal care, including beauty and barber shops... - 2,250 
Maids and domestic service. .............2. 0000000004 1,800 
Newspapers, books, and magazines..................++ 1,500 
Musical instruments and radios ý 1,000 
Funeral services, cemeteries, and tombstones........-- 850 
Flowers, seeds, and potted plants...............+.++0+ 600 
Restaurant tips a vee 400 


Taxicab fares and tips.............. 
Stationery and writing supplies 


Care of patients in all mental hospitals..........-+--+++ 180 


22 Estimated by Wm. C. Menninger on basis of recommended standards- m 

23 Pollock, H. M.: Economic Loss due to Mental Disease in New York State tion 
U. S., 1937, Mental Health, Amer. Assoc. for Advancement of Science, Public® 
#9, pp. 156-164, Lancaster, Penn: Science Press. Jar 

2% From a computation by Dallas Pratt, M.D., Nat’l. Mental Health Fdn., 
1947. 
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3. Personnel 
a. Approved standard for state hospitals—varies with type of 
patient.?® 
1 psychiatrist for 30-50 patients except for 
1 psychiatrist for 200 senile and arteriosclerotic patients. 
1 nurse for 10-50 patients depending upon nature of illness. 
b. Army standard: 
1 psychiatrist to 50 patients 
c. Actual national ratio in practice in 1945" computed on basis 


of 434,544 patients. 


PERSONNEL NEEDS 
IN STATE HOSPITALS 


CURRENT PERSONNEL DEFICIENCIES 
o 10% 20% 40% 50% 60% 70% 80% 90% 100% 


ALL STATE 
HOSPITAL EMPLOYEES. 


umee | | 
PSYCHOLOGISTS 1 m 

En 
a SE [C] dericiencies 


1 employee per 6.8 patients 

1 physician to 298 patients 

1 graduate nurse to 183 patients 

Another estimate is from survey 
1 registered nurse to 123.9 patients. 


reported by Fitzsimmons a 


* Davis, M. M.: Costs and Organization of Psychiatric Service in U. S., Ref. 


18, pp. 165-173. 
* The University of Chicago Round Table, No. 496, Sept. 21, 1947, p.6. Published 
ke University of Chicago. 
mena dards for Psychiatric 
1945, can Psychiatric Association. 


inics approved by 


Hospitals and Out-patient Cl 
102: 264-269, Sept. 


1945-46. Am. J. Psychiat., 


U i Fitzsimmons, Laura: Report of a Survey of Nursing in Mental Hospitals in 
+S. and Ontario, Canada. Am. J. Psychiat., 100: 623-627, Mar. 1944. 
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d. Deficiencies in personnel 3 
Estimated on basis of standards of the American Psychiatrie 
Association as announced in 1941 as to number of personnel 
on duty in that year.!® 
Deficit of: 42% in number of employees of all categories 
74% of physicians 
92% of psychologists 
80% of graduate nurses 
87% of dietitians 
71% of social workers 
Reports from 184 State Hospitals in 1945 stated that: 31 
“states have no clinical psychologists; 5 states have only 
one; 11 states reported no social workers; 10 states ha 
only one. 
II. Psychiatric Personnel 
A. Present personnel 
1. Psychiatrists: 4,432 psychiatrists are members of the American 
Psychiatric Association. Many of these are administrators 
and retired. 40 are honorary and corresponding members. 
1,110 are Fellows (senior psychiatrists) and life members: 
2,966 are Members. 316 are associates (those with one yea" 6 
training or experience. Approximately 2,475 of these menr 
are diplomates of the American Board of Neurology and Pay 
chiatry, in psychiatry, which qualifies them as “specialists ~? 
in 1946, in 40 reporting states, there were 1,319 physicians m 
state mental hospitals.!5 P 
2. Clinical Psychologists: a title not yet strictly uniform in its SB" 
nificance. Certifying board is just being established. The 
secretary of the Clinical Psychology section of the America? 


0 
Psychological Association reports approximately 150 
members.?? nd? 

3. Psychiatric Social Workers: This group has inadequate stal 
es indicate 


ards and an uneven criteria but a rough estimate i 
that there are about 3000 psychiatric social workers 2 
present time.*! 


io gs n og, dated AUS 
28 Communication from the Administrative Assistant, Austin Davies, 0 
27, 1947. 
29 Communication from Dr. F. J. Braceland, Secretary, dated Aug. 29, 
30 Communication from Dr. David Rapaport, dated Feb. 15, 1947. 
31 Communication from Mrs. Elizabeth Ross, dated Feb. 15, 1947. 


1947. 
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4. Psychiatric Nurses: Total number is unknown. There were 
2,583 in State Hospitals in 1945.4 There is no national or- 
ganization of this group. 

B. Shortages 

1. Psychiatrists: Immediate need estimated to be 10,000” to 
14,000. 

Dr. Paul Hawley indicated the V. A. could use all “first class” 
psychiatrists in the country. 

Dr. Daniel Blain indicated that V. A. had 592 psychiatrists on 
duty but needed 1,875; by 1960 would need 3,607. 

2. Clinical psychologists: 1,700 more were needed than available, 
was reported in the Senate Hearing on the Mental Health 
Bill.36 

Dr. Blain reported 155 currently on duty with V. A. Needs 
546; 1,442 will be needed by 1960. 

Dr. James Miller, Chief Psychologist of V. A., indicated that 
1,500 clinical psychologists were needed immediately.*” 

3. Psychiatric social workers: No accurate estimates. Rough esti- 
mates of needs vary from 4,5 
currently graduating only 200 annually 
that 341 were on duty with V. A. an 
for 605; by 1960 V. A. will need 2,666.% 

4. Psychiatric nurses: Current need is estimated to be between 
15,000% to 47,000.% Dr. Blain reports that currently there 
are 2,200 on duty with V. A., the need is for 4,285; by 1960 
it will be 7,500. 

C. Training opportunities and needs 

1. Psychiatrists 

a. Medical school curriculum: Of approximately 5,000 hours in 
the four-year medical school curriculum, only 1% to 5% 


Ment. Hyg., 29: 644-690, 


00% to 10,000. Schools are 
31 Dr. Blain reported 
d the current need is 


Rennie, T. A. C.: Needed: 10,000 Psychiatrists. 


a 
Oct, 1945 
npo , 
in alix, R. H.: Mental Public Health: A Plan of National Scope. 
E Mass. Soc., Ment. Hyg., Jan 24, 1946—N. M. H. F. reprint #20. 
awley, P. R.: Neuropsychiatric Problems of the Veterans Administration. 


Annual Meet- 


Miri 
- Surg., 99: 759-762, Dec. 1946. 
Mae Communication from Dr. Blain, Director of Neuropsychiatry for V. A., dated 
+ 5, 1947. 
e Report #1353, May 16, 1946. 


36 
ar Pepper, C.: National Mental Health Act. Senat 
ag VOmmunication from Dr. Miller dated March 10, 
uma tional League of Nursing Education Pamphlet, 
tng, 1945. 


1947. 
New Frontiers in Psychiatric 
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of the hours are allotted for training in psychiatry. The 
higher figure might be sufficient provided that psychiatric 
orientation permeated the teaching in other subjects.’ 

b. Graduate education opportunities: 97 residencies (three-yea" 
post graduate training in university hospital) in 1945.4 

410 “approved” internships and residencies in psychiatry 
were listed in 111 hospitals in 1940 by the American Medi- 

cal Association. In 1946 the same authority listed 758 


MEDICAL EDUCATION 


O) 4% (OF 5000 HRS.) 
| 


PSYCHIATRIC 
TRAINING 


MEDICAL PRACTICE 


30 TO 50% OF ALL PATIENTS 


SEAGATE YoY A RRRS 
Re 


PRIMARILY LEN \ 
EMOTIONAL | 7 
PROBLEMS | \ 
Fie. V 
3 hoe 
| 
| 


a 


period.” 
V. A. currently has 401 residencies in psy: 
pected to increase to 600 in 1948 and to 1083 by 1 


39 Ebaugh, F. G., & Rymer, C. A.: Psychiatry in Medical Education, 
Commonwealth Fund, 1940, pp. 14-18. 
40 Figured out unofficially in A. M. A. office, 1946. 
“í Approved Residencies and Fellowships. J. A. M. A., 115: 777, Au 
Approved Residencies and Fellowships. J. A.M. A., 131: 1342, Aus: e 394" 
“2 Approved Residencies and Fellowships. J. A. M. A., 134: 1319, Aug: ? 


in 155 hospitals.“ In 1947, there were 1,297 in 19 yest 
pitals, but in 79 hospitals these were for only 
igis & 

chiatry and this is ê 
960." 


New ‘Yor 


40: 
g. 3L 
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2. Clinical psychologists: 31 universities offer training in this field 

but there is a shortage in facilities for “clinical” training.” 
V. A. now has 200 student clinical psychologists in training. 
This number is expected to increase to 1,200 in 1950.3 

3. Psychiatric social workers: 14 schools are now approved for the 
training of social workers in the field of psychiatry. 

V. A. is providing the “field training” for 120 and this number 
is expected to increase to 524 in 1950. 

4. Psychiatric nurses: Psychiatric nursing is now included as a 
post-graduate course in the curricula of 10 universities and 
several graduate training centers.* 

II. Research 
A. Money invested 

1. Industrial research: 
money invested incr 

2. Scientific research under government con 
in 1938 to 720 million in 1944. 


RESEARCH 


from 116 million in 1930 the amount of 


eased to 240 million dollars in 1940.4 
trol rose from 50 million 


MONEY for AMOUNT 
CAU NUMBER of Y, oO 
SAUSE VICTIMS" RESEARCH-TREATMENT|per "VICT 
INFANTILE 
PARALYSIS 858855584 


R 


MENTAL 
ILLNESS 
L E GEN D 
200,000 ~ 2,000,000 
Fie. VI. 


“ Bush, V.: Science, the Endless Frontier. Washington: U. S. Government Print- 


in 
E Office, 1945. page 80. 
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3. Medical research in 1944 was estimated to cost only 
$54,650,000.44 
4. Psychiatric research, estimated to amount only to about 
$2,000,000 a year although the loss from mental ill health 
amounts to over $1,000,000,000.% For every dollar spent on 
psychiatric research in this country, we spent $65 in other 
medical research and $2,500 in industrial research. In 
poliomyelitis we spent $100 per case and in psychiatry, a 
per year for each estimated case of mental illness and only 
$1.00 for each known case of total disability for mental i 
health.* ; 37 
B. Extent: Of 613 non-governmental medical institutions, only 17 
professed to be doing any research in psychiatry in 1942. 
of those presented small, informal projects with no evidence 9 
an established research program.** 
IV. Status of Psychiatry in Special Programs 
A. Academic education EE IS. 
1. Mental hygiene consultation services: There is no organization : 
psychiatrists serving in college mental hygiene. Bawer” 
there is a Mental Hygiene Committee of the American S 
dent Health Association. es!” 
It is estimated that there are 10-15 universities and golea 
that have a full-time psychiatrist as a mental health ¢° a 
sellor in the student health service. At least an equal mee 
of universities are currently seeking a psychiatrist for 
function. j f men- 
2. Principles applied to teaching: An increasing utilization O books 
tal hygiene principles in textbooks for teachers—see an 
by Prescott, Rivlin, Ryan, Sherman, Symonds, Witty» 
Skinner. i 
B. Criminology: 10 adult criminal courts utilize psychiatrists é 
full-time.4® An undetermined but considerably larger oR vhi 
juvenile courts have psychiatric service and consultation ts for 
varies from routine examinations to calling in consultan 
special offenders, but rarely more than diagnosis. 


rt oF 
pa a 


5 ini 
“ Estimated by Dr. Lewis H. Weed of the National Research Council as oe 6-8) 
“ Kubie, L. S.: National Neuropsychiatric Act. Hearings $1160, 
1946, p. 79. Hospit 
‘© National Committee for Mental Hygiene. Research in Mental 
Study #2, 1942. ; 
47 Communication from Dr, Clements, C. Fry, Psychiatrist, Yale Univ., 
1947. 
48 Communication from Dr. Manfred Guttmacher. 


' 
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Cc. Industry: Number of psychiatrists engaged, as of July 31, 1947.49 
3 full-time psychiatrists in industries. P 
3 additional psychiatrists are associated with large business or 
government. 
5 or 6 physicians (not psychiatrists) are doing mental hygiene 


work in industries. 
The number of part-time psychiatric counsellors in industry is 


unknown. 
D. Penology 
Federal State 
Institutions Insts. Total® 
Full-time psychiatrists ...--..-+-+ 16 2A 40 
22 21 43 


Part-time psychiatrists.......---- 


E. Public Health 
1. Number of psychiatrists engaged: 
a. U. S. Public Health Service has approximately 60 psychia- 
trists." The majority are in two mental hospitals main- 


tained by the service. This number also includes all the 
psychiatrists in federal prison service. 
b. State programs 

(1) Psychiatrist is a m 
Conn., Fla., Kans., Me., Miss., Was 
has the most developed program. 

(2) Mental hygiene program is conducted under special unit 
or department in the states of: Calif., Iowa, Md., 
Mass., Mich., N. J., N. Y., and Va. 

(5) Psychiatry is included under a department of public 
welfare in: Ill., Ohio, Penna., R. I., Vt., Wisc. 

2. Training: Only school of public health which includes a full 
time psychiatrist" on the staff is Johns Hopkins. 

3. Preventive psychiatry: Public Law 487 of the 79th Congress 
known as the Mental Health Act will provide funds to aid 
states in the development of a public health program of pre- 
ventive psychiatry with matched funds. Many states, as of 
May 1947, had never even designated an authority with which 


4 . 
° Communication from Dr. F. W. Dershimer, Director of Psychiatry, E. I. Du- 


ember of state public health depts. in 
h., Wis. Conn. 


Po 
nt de Nemours Co., dated July 31, 1947. i 
tori U. S. Bureau of Census: Prisoners in State and Federal Prisons and Reforma- 
aeS, page 98, 1945. 
Chief of Mental Health, U. S. P. H. S. 


i Communication from Dr. Robert Felix, 4 

ba nformation gained from correspondence directed to the various states. 

of p ‘Ommunication from Dr. Paul Lemkau, psychiatrist at Johns Hopkins School 
ublic Health. 


16 WILLIAM C. MENNINGER 


the Public Health Service could communicate as that state’s 
representative in the field of mental health. 

V. Social Problems: The following are all social problems that have an 
important significance for psychiatry. In some instances they rep- 
resent the result of mental ill health. Some are the causes of mental 
ill health and still others are evidence of existing mental health. 

A. War 

1. Cost of World War IL# 3 
$335 billion to the United States, $157 million a day for duration: 
232,469 men killed in action—total deaths 392,757 (just m 

U. S. forces) P 
2. Cost of World War I: $26 billion—40,000 killed in action 
130,000 total deaths. 

B. Some comparative costs: Sums of money uséd fo 
tive activities and luxury items show some interesting © 
sons, particularly with the cost of war and crime (see A, E). 

1. Constructive expenses 
Medical care, 1945...........-.2-00. $3 ,600 ,000 ,000°° 
Recreation, 1945.......00.0.e0eeeeees 3,000 ,000 000" 
Public School Expenditures, 1940...... 2,308 ,000 ,000 
Reading (books, magazines, newspapers, 

Ce ea EER 1,000 ,000 000” 

2. Luxury expenses 
Beer, wine, liquor, 1946........--.+-- 
TGDACCOs VORB rcs «o's oa: osien 3,100, 
Tewe 1O4b 25008 rarai rn a im We 1,071,000,0 
Cosmetics, 1946... oa sasni iha 699,600, 

C. Accidents 

350,000 disabled each year from accidents alone.” wg caus 

Accidents, excluding motor vehicle, ranked sixth as leading t 8 
of death in U. S. in 1944. Motor vehicle accidents ranke 

Double! 


r certain construc 
ompa! 


dey 


4 Kieran, John: Information Please Almanac, 1947. Garden City» 
& Co., pp. 354, 355. 

s U. S. Dept. Commerce. Bureau of Foreign and Domestic Commerce, 
of Basic Economic Statistics, 1947. 

s6 World Almanac, 1946. New York: New York World Telegram, P- er 

s Civilian Spending and Saving 1941-1942. Statistical Abstract ol i 
States. Washington, D. C.: U. S. Government Printing Office, 1946, P- 

58 Walter Lippman, Washington Post, April 27, 1947. rf 

59 Cosmetic Slump. Business Week, May 10, 1947, pp. 65-67. New yo 

6° Rusk, H. A.: The Forgotten Casualty: The Disabled Civilian- 
Times, May 12, 1946. 

4 
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gost 


51 See ref. 54, p. 184. 
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In special studies it has been found that: 
a) 10% of a group were responsible for 75% of accidents of that 
group. 
b) 15-33% of truck drivers surveyed accounted for 100% of ac- 
cidents.@ 
c) 22% of accidents result wholly from personality causes, 
60% from a combination of mechanical and personality causes." 
99,000 accidents in 1945 were 4th important cause of death. 
(Rate of 73 per 100,000 deaths; 321 for heart disease; 134 for 
cancer.) 10,400,000 additional suffered disabling injury— 
370,000 permanently. Total cost estimated by Nat’l Safety 
Council, 1947—$6,500,000,000. This includes medical expenses 
and insurance, lost wages, value of lost services, property damage, 


etc. 
D. Alcoholism 
Incidence: In U. §.—600,000 chronic alcoholics, 2,400,000 excessive 
drinkers. Estimate of 3,000,000 compulsive drinkers, + of 
these termed “chronic alcoholics,” the remainder are termed 
“chronic excessive drinkers.” A further estimate is that 
2,423,000 male alcoholics are between 20-65, representing 6.25% 


of the male population of these ages.” 


Estimated number of chronic alcoholics in 194 } lefin 
as “those who as a consequence of prolonged excessive drinking 


have developed a diagnosable bodily or mental disorder.” The 
same expert estimates the number of inebriates (including 
chronic alcoholics) as 3,750,000.°° 
Cost; Total estimate of expenditures re 
$778,903,000 which the writer calls a “erude estimate. 
J. A.M. A., 107: 653-655, 


5 was 750,000 defined 


ferable to inebriety in 1940, 


9769 


0: A é 
» Bristol, L. D.: Medical Aspects of Accident Control. 
+ <9, 1936. 
k Rawson, A. J.: Accident Proneness. Psychosomat. Med., 6: 88-94, Jan. 1944. 
Rgyqyitional Safety Council: Prozimate Causes of 1000 Accidents. Pamphlet 
T-17; 25-10-200 
80. A R usk, H. A.: Convalescence and Rehabilitation, Proceedings American Philo- 
ee Soc., 90: 271-274, Sept. 1946. i 
Haggard, H. W. and Jellinek, E. M.: Alcohol Ezplored. N 
Doran, 1942. 
Prop, eae S. D.: Alcoholism: Its Extent, Therapy and Prevention. Federal 
ation, 2: 24-32, April-June 1947. 
Q x H ellinek, E. M.: Recent Trends in Alcoholism and Alcohol Consumption. 
Tt. J. Studies on Alcohol, 8: 1-42, June, 1947. 
k andis, B. Y.: Certain Expenditures on Account of Inebriety. Quart. J. Stud- 
Alcohol, 6: 59-91, June 1945. 
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A second estimate: “for those who are unsatisfied unless costs can 
be defined in terms of dollars and cents, it has been estimated 
on the basis of 1940 data that alcoholism cost the American 
public about 1 billion dollars for that year; this estimate prob- 
ably was conservative.” 

25% of the arrests in 1942 (145,946 of 585,988) were for 
drunkenness.’° 

E. Crime 

1. Extent: In 1946—18,698 prisoners in federal institutions, 
approximately 118,000 prisoners in state penal institutions; 
25-30,000 “prisoners” under 21 years of age; in addition to 
above, there are an average of 110,000 in jails and 
workhouses.”! 

Arrests in 1942 for violations of state laws and municipal ordi- 
nances—585,988."° 

Crimes in 1946 broke all recordsf or the last decade with a total 
of 1,685,203 during the year, an increase of 119,633 over 
1945.” 

2. Cost: Variously estimated to be between 10-18 billions of dol- 
lars a year. Adult criminal justice is estimated to cost 
$250,000,000 a year” and it is estimated that it costs US 
$100,000,000 a year to operate the 147 federal and state penal 
institutions.” 

F. Delinquency 
1. Extent: 122,851 offenders passed through 374 juvenile ¢ 
in 194574 4 
29,109 “pupils” were in 142 schools for juvenile 
delinquents” r 
250,000, and possibly as many as 400,000 under 18 yea? 
through juvenile courts each year." 


and 


ourts 


G. Education 
In 1940: 3.7% (2.8 million) persons 25 years or 0 
no schooling. 


Ider in U. 5- had 


z 3 jntinb 
10 Statistical Abstracts of the United States. Washington, Government prin g 


Office, 1943, p. 95. prison” 
71 Communication from J. V. Bennett, Director of Bureau of Federal Fr 


dated March 20, 1947. 


12 News release, Department of Justice, Federal Bureau of Investigation- 
5, 1947. age 20° 
73 Morris, A.: Criminology. New York: Longmans, Green & Co., 1938, P ney’ 


i e 
4 Juvenile Court Statistics 1944-1945. Social Statistics, Federal Security 28 


U. S. Children’s Bureau. 
75 See ref. 70, p. 226. 
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13.5% (10.1 million) had completed fewer than 5 years 

of schooling.” 
In Army: 8% had an AGTC score under 70, a total of 685,362 men 
~ Literacy training was provided for 107,075.77 
oo figures of countries with lower illiteracy rates than 
Denmark—0.1; England and Wales, 0.34; Irish Free State, 2.0; 
Japan, 0.88; Netherlands, 0.31; Scotland, 0.29; Sweden, 0.21; 
Switzerland, 0.39.78 
Only 4 of those who leave schoo 
terested. Over 4 drop out because they 


DELINQUENCY 


2,000,000 CHILDREN HAVE 
TIONAL & BEHAVIOR DISORDERS 


122,000 CHILDREN THROUGH 
JUVENILE COURTS — 1945 


AGE YOUNG OFFENDERS WERE SEPARATED FROM PARENTS 
10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 


Sei ee a 


NED ARE UNDER 25 YEARS OF AGE 
Fria. VII. 


1 do so because they are not in- 
cannot afford to stay.” 


80% OF THOSE IMPRISO! 


2,000,000 children between ages of 6 and 15 were not in any kind 


H of school in 1940.8° 
- The family organization ; 
1. Divorce: 1915—10.3 marriages per 1000; 1.0 divorces 


°B 

x Pi of Census. Series P-10, #8, Apr. 23, 1942. 
non- p ty, P. A. and Goldberg, S.: The Army’s Training 
306-3 Retarded Men. 


78 


7 
7 

Program for Tlliterate, 
Elem. Eng. Rev., 20: 


cats 

" toe Victory. (U.S. Office of Education 

W, *° Nort t Over. National Institute of Socia 

Wi T K. and Lawler E. S.: Unfinished 

. "Vit tee American Council on Education, 1946. , : 

R the Uns Statistics. Special report V 23, #9, Sept. 10, 1946: Marriage and Divorce 
nited States, 1937-1945 by B. L. Jenkinson. 


101, 1946, page 8. 
Business in American Education. 
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1935—10.4 marriages per 1000; 1.7 divorces 

1945—12.3 marriages per 1000; 3.6 divorces 

Actual: 249,000 divorces in 1937; 502,000 divorces 
in 1945. 

2. Children: 47.8% of families have no children under 19 years of 
age,® 21.7% have only one. 35,087,440 families in U. S. in 
1940% of which 17,164,680 had no children under 18 years of 
age; 7,467,960 had only one child under 18 years of ages 
5,372,280 had 3 or more children. 

3. Illegitimacy: 83,000 births out of wedlock in 1943 in U. 5. 
exclusive of 10% large states which do not record legitimacy 
on registrations. Almost 3 of these births were to mothers 
15-19 years of age. 

4. Women employed: 16 million women at work away from home 
in March 1944,87 7 million of whom were single; 7 million were 
married; 2 million were divorced or widowed. In June 1947 
there were 18,150,000 women employed or 28.8% of the 
female population over 14 years. 

6,140,000 entered business or industry for the first time during 
war years. 

2,770,000 employed women in 1944 had 4,460,000 children under 
14 years of age. 750,000 of these children were in fatherless 
homes.** In Feb. 1946, nearly a million women working 
were mothers of children under 6 years of age; 22.5% of 
mothers with children under 18 but over 5 working outside 
the home.® 

5. Time magazine reported that the number of private households 
in U. S. increased 12% in last seven years to a total 0 
39,138,000. Doubling up has increased to 2,764,000 married 
couples living with other families.” 

6. College graduates, both men and women, fail to reproduce ae 
cient off-spring to replace themselves; it is calculated tha 

32 A Program for National Security. Report of President’s Advisory Comma 
on Universal Training. Washington, D. C., U.S. Government Printing Office, 
29, 1947, p. 170. 

83 See ref. 70, p. 52. 

8 Building the Future for Children and Youth. U. S. Dept. Labor Childre 
reau, Pub. 310. Washington. Page 21. , v.s 

s5 Women as Wage-earners. New York Times, Sept. 14, 1947, quoting from 
Dept. of Labor. Com- 

36 Women in the Post-War. Women’s Advisory Committee, War Manpower 
mission, Washington, April 1945. 

87 Time Magazine, Sept. 29, 1947, p. 28. 
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2.22 children must be born per graduate to allow a child to 
reach the same age at which the parent graduated. Classes 
of men from 1922 had 1.7 children per graduate, classes of 
1937 had 1.11 children per graduate. Women graduates of 
1922 reported 1.36 children per graduate; classes of 1937 re- 
ported 1.06 children per graduate.5”* 

I. Housing: National Census in 1940 revealed that only 61.7% of 
27,723,008 non-farm®* homes were “standard.” (Standard home 
is one needing no major repairs and possessing modern plumbing— 
private flush toilet and bath.) 3,500,000 plus, did not have private 
toilet and bath; 3,000,000 more lacked running water and plumbing 


of any description. i : 
Need approximately 3,200,000 new living units.® } 
In October, 1945, 1,200,000 families were living doubled up with 


others. 
2,900,000 married veterans needed homes; 560,000 non-veterans 


were establishing new families. In 1946 we were able to build 


only 400-500,000 homes a year. 
The national goal—1,000,000 residential units in 1947." 1,500,000 
in subsequent years. ‘Present indications are that not more 
than 750,000 units will be built this year, moreover this housing 

d has thus failed to 


has been available only at high prices and 
relieve the needs of many families most in need of accom- 


modation.” K ; 
J. Mental deficiency: Estimated extent of mental deficiency in U.S. 
varies from 1,500,000°° to 4,500,000. The second figure is esti- 
mated on the basis of the draft experience during the war when 
4.5% of all men examined, & total of 676,300 were mentally 


deficient. wee 
In 1941 there were approximately 115,000 mental de x ives 6 
institutions” in the United States. 12,315 were first a missio; 


v during the year. ; 
ag. * Figures from Population Reference Bureau, Washington, July oo ne a 
c, J Alumni Mag., 24: 17-18, Apr. 1939; Smith Alumnt Quart., Nov. a. es 
aay Ths Deficit in the Birth Rate of College Graduates. Human Fertility, +4: 
» June 1946, 
a A 
1946, pE It Over. National Ins 


Mid-year Economic Report of the Presid 


titute of Social Relations, Washington, G-103, 


July 21, 


“087, ent, transmitted to Congress, 


cation, 1946. 


Personal communi J : 
Selective Service 


90 m 
a Notional Committee for Mental Hygiene: Pe were 
Regist wntree, L. G. et al.: Mental and Personality Disorder 
92 ete J. A. M. A., 128: 1084-1087, Aug=11;-1945. 
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Some 2% of children of school age have enough difficulty to pre- 
vent education in usual school. Only 1 in 10 would require 
custodial care if adequate facilities for supervision were avail- 


able in community.’ 
K. Minority problems 


1. Non-white population: Negro.......-++++++ 12,865,518% 
Terese 333 ,969 
Japanese........-+-- 126,947 
GHIMGRE: oia oreren 77,504 
OBIE E EAE D T 50,647 
eee ae 
Total............... 13,454,585 
2. Foreign born while...... 0.2.6.0 0 eevee eens 11,419, 138% 


(including Mexican—277 433) 
3. Religious Groups 


Catholic population (1944).............- 23,419,701" 
Jewish population (1937) (3.69% of total 
papiston caver eener iraa aes 4,770,647 


4. Some symptoms of disorder: 


Among the majority: prejudice, ignorance, tension, hate, fea. 


Among the minority: unhappiness, resentment, fe 
suffering. 
5. Some expressions of the problem: 


ar, poverty» 


Segregation: Jim Crowism, housing, travel, recreation. 


Discrimination: employment, politics, education, me 
6. Survey of U. S. racial and religious intolerance by secre 
36% of the American people take the view that Jews have 


economic power than is good for the country. 
20% feel that Jews have too much political power. 
Large groups show envy, distrust or plain dislike f 
Catholics and Protestants. 
In no case do the apparently unprejudiced make up 


Resentment of Jewish and Catholic economic power ter 


run highest where such power is least evident, aw 
Northeast, and also in communities of 2,500 or 
farms. With Negroes, the opposite is true; they 


9% See ref. 84, p. 22. 

*4 See ref. 70, p. 15. 

35 Ibid., p. 35. 

58 See ref. 56, p. 304. 

% Ibid., p. 488. 

% Fortune survey conducted by Elmo Roper and reported in th 
36: 5, Oct. 1947. 
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most where they actually provide some economic competition 
—in the South and in farming areas. "y 

Jews evoke the most hostility in areas where there are very few 
of them. They are the least-liked minority. 73% of those 
who had any hostility to express along economic lines and 
52% of those who had hostility to express along political lines 
picked on Jews. 

In certain areas, over one-sixth of the people feel Catholics have 
too much power. In the Southwest 10% of the people single 
out Protestants as having too much power (in the rest of the 
country it is 3%) 

18% of country’s population is Catholic 

10% Negro 

3-4% Jewish 

70% plus Protestant. 


In question with regard as to what should be done about it— 


an oral answer was given to this: 28% favor strong measures 
being taken. That means that approximately 22 million 
adults, would be receptive to changes in direction of greater 


tolerance. 


L. Physical Handicaps or 
2,000,000 Americans of working age have physical impairments 


which prevent them from working.® i 
6,500,000 males of ages 15-64 were disabled according to report 
made 1940. 


200,000 cerebral palsy victim: 
120,000 civilian amputees during first 4 years 


17,000 amputees in Army during same perio 
War IIL.“ 

4,000,000 persons suffere 

800,000 annual increment 0 

20,000,000 disabled men and women 

lation.!°° 

1,500,000 handicapped person 

employable.” 


5.988 
of World War I.“ 
d in World 


d from permanent disability in 1940. 
f disabled persons of this type- 
constitute + of our popu- 


\ 
s in this country could be made 


Ferg Puls, H. A.: Muscular Retraining Help to Cerebral Palsy Victims. New 
o c mes, December 29, 1946. at F ; 

Sate vey Training Digest. Industrial Rehabilitation. — Bets Be 
epo; Y and Center for Safety Education, New York University, x Ey 

ee of Baruch Committee on Physical Medicine, page 42. - 

w Rusk, H. A.: Rehabilitation. New York Times, Oct- 6, 1946. 

ee ref. 99, Brig. Gen. Hines is quoted on p. 46. 
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Money spent for rehabilitation of disabled persons who were injured 
š in industry or otherwise. 


Ta 1942; Feders fitidae sc cc ase iomemeerama $2,556,969 
State HUTIES. o nen cs n 2,648,174 
Cases on active roll June 30, 1942... 31,659! 


It has been estimated that for every dollar spent for rehabilitation, 
$47 is returned to society.” 
M. Industrial Problems 
1. 1946—Jan. to July which was post-war peak of labor-manage- 
ment controversies found 3,000,000 workers directly involved 
in work stoppages amounting to nearly 89,000,000 man- 
days.1% 

1947—Jan. to July there were 2,200 stoppages involving about 
1,560,000 workers and accounted for a time loss of between 
20 and 21 million man-days.1% 

By contrast: 1928 there were 620 strikes involving 322,866 work- 
ers with a total of 13,065,634 man-days idle.1™ 

2. May Fortune Magazine survey showed that :1% 

Half of the nation’s factory workers seem frustrated because 
their work gives no opportunity for personal initiative. 

41% think that even a job well done is a blind alley; they ar 
hopeless of advancement and resigned to staying where they 
are. 

Over half would choose a different occupation if they had to do it 
over again. 

Only 21% under forty years of age (17% of those over forty) 
think they will ever get beyond a foreman’s position. 

N. Unemployment 3 
1940—There were 52,789,499 of 52.2% of population composing 

the “labor force” in the U. S. 4.8% of this number (2,529,608) 

were on public emergency work; 9.6% of this number (5,093,810) 
were seeking work.!® 


n 101 
Unemployment compensation amounted to $520,109,000 in 1940. 

102 See ref. 70, p. 232. ‘ 15, 

13 U, S. Dept. Labor, Bureau of Labor Statistics, news release, July 
1947. 

104 See ref. 70, p. 157. 

105 Elmo Roper: The Fortune Survey: The American Factory Worker. 
Magazine, 35: 5-6, 10-12, May 1947. 

10 See ref. 70, p. 114. 

107 Ibid., p. 182. 
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Forced unemployment results in mental ill health for the entire 
family and affects two generations simultaneously.1 

Direct and not measurable relationship between unemployment 
and delinquency and crime. Government figures show that 54% 
of the children committeed to state “Teform” institutions come 
from families whose incomes are rated as *poor.7308 

5,000,000 migrant workers—unorganized, unprotected by work- 
men’s compensation laws in most states, ineligible for educa- 
tional, health or welfare benefits while following the elusive 


dollar in seasonal shifts." 


G. Venereal Disease Rates 
There are no figures to show the extent of prostitution in the United 
States. ‘There probably could never be any index to the extent 
of non-marital sexual relationships. 
One source indicated that of women married between 1932 and 


1937, 68% were non-virgins.4 
Another suggestion as to the extent of non-marital sexual relations 
are the venereal disease infections. (This does not include re- 
infections.) 
1941—syphilis 466,5: 
1946—syphilis 361,83 
ealth. Senate Hearings 83 
tes: The Unemployed, New 


38; gonorrhea 191,894" 
0; gonorrhea 367,322 


80, pp. 433-445, Aug. 


198 Unemployment and Mental H n 
3 


a 1945; Ginzberg, Eli and associa! 
arper & Bros., ’43. 
1 19 Talk It Over. National Insti 
946, p. 3, 
1 4 
Tits Migrant Labor a Human Problem. Report and Reco 
i iad Committee on Migrant Labor, March 1947. 3 oa 
el erman, L. M.: Psychological Factors in Marital Happiness. New York, 
i, 1938. i 
Communication from United States Public Health Service, Dec. 27, 1946. 


tute of Social Relations, Washington G-105, 
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LESSONS TO LEARN* 
ALAN GREGG, M.D. 


Let us consider the lessons that the war experience offers to psychia- 
trists, or the effects—if you prefer to make a boldly optimistic suggestion— 
the effects of the war upon psychiatry. For myself, I would prefer to 
say “the lessons that war offers psychiatrists.” This caution comes from 
my respect for the salutary cynicism of the remark that “the only thing 
we learn from history is that we don’t learn from history,” and the cruel 
reality that there are none so blind as they that won’t see. I remember 
how thoroughly Thomas W. Salmon’s famous Volume Ten was neglected 
by those for whom it was written. The gravest issue is not what are the 
lessons for psychiatrists, for the military, and for society at large to be 
learned from the war, but whether in the urgent preoccupations of what 
Elton Mayo calls our adaptive society we are going to manage to learn oF 
retain much of anything from the experience of the war. Make no mistake 
about it, the pressing and immediate tends to crowd out the ultimately 
valuable. Learned Hand said of this generation, “In its pathetic pursuit 
of that ever retreating pot of gold, it puts its trust in loyalties, in creeds, 
in causes, in regulation, in institutions, in courts, in causes, in propaganda. 
The one thing to which it will not trust is the vagrant mind and the self- 
directed soul. So be it, by their fruit ye shall know them; and do we nee 
to be assured that our fruit is bitter.” It will take some heroic effort 10 
learn all the lessons the experience of the war offers us. It will require 
vagrant minds and self-directed souls. 

Like any experience that is both complex and intense, the war discovered 
truth not known before, corrected some opinions, confirmed or proved some 
views not widely held before, and suggested many ideas that deserve fur- 
ther attention. But so neat a scheme becomes formidably complex 
you realize that at least five main groups of persons made these discoveries, 
corrections, confirmations, and suggestions. These groups were psychia- 
trists, physicians who are not psychiatrists, the military, the civilian popu” 


lation, and the patients. Each group made its own discoveries, jubilat 
or poignant, changed its views reluctantly or ingenuously, proved its co 
and exer- 


victions with varying degrees of forebearance or vindictiveness, 
cised its imagination in forming questions to be studied later or casually 
abandoned. There is not time to make or to defend a table of results 
that would place each of these changes in its proper niche. But we may 
follow the main headings. 

* Delivered at the American Psychiatric Association meeting i 
on May 22, 1947. Reprinted by permission from the American Journal of 
104: 217, October, 1947. 
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New Discoveries 


Discoveries which were completely new to everyone involved were: not 
numerous. The delineation of combat fatigue and the value of prompt- 
ness in dealing with it probably deserve the term “discovery.” “Sixty 
per cent of combat casualties were salvaged for further duty within fifteen 
miles of the front; an additional thirty per cent were salvaged for non- 
combatant jobs in overseas areas.”* It was hardly news to the military 
that the criterion for the psychiatrist in war, centers around the objective 
of maintaining as large a number of effective fighting men as possible 
whether by preventive measures or therapeutic efficiency. But a good 
many doctors discovered that such a criterion implied a broader responsi- 
bility for human beings than they had ever been called upon to exercise in 
civilian practice. Several psychiatrists discovered the fundamental 
Wworkaday value of expressing themselves in non-technical terms, whether 
to patients or commanding officers. May their tribe increase! They 
even discovered the present inadequacy of their own professional nomen- 
Clature and its futility unless subject to revision. Psychological tests, 
when sufficient time was permitted for them to be made thoroughly, proved 
to have predictive value and this was at long last revealed to the military 
Mind, though no one would infer that the military authorities had any 
large amount of previous conviction in the matter from the average time 


of three to five minutes devoted to that end in the induction examination. 
f all concerned relates 


ethaps the most significant discovery on the part o 
0 the realization of how tremendous a range of symptoms and maladap- 
rations lies between the thoroughly efficient, well adjusted soldier and the 
Tank psychotic. From this realization, which amounted toa discovery 
Pn importance if not exactly its novelty, came the creation of a Division 
Curopsychiatry in the Surgeon General’s Office comparable to those 
Medicine and Surgery. Psychiatry changed from a specialty to a 
8enerality—so to speak—and the psychiatric or psychological component 
illnesses previously considered as exclusively medical or eige er 
© recognized as never before. Such discoveries also broug a 
“harp focus the inadequacies of the usual medical history-taking a e 
Painful incompetence and even the contempt that a large number o T 
edical officers commonly showed for psychiatry. No laws cou 
i revealed more effectively than the war the nonsense of isolating psy- 
tatry from the rest of medicine. 


Corrected Opinions 
ence I doubt whether any of the above discover: 
Station I can pass with a purist’s relief to the con 
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category—opinions which were corrected. First, a good many psychia- 
trists rightly lost the complacency they had enjoyed in civilian life. The 
war showed conclusively that no very good way to forecast a man’s threshold 
of endurance or his capacity to profit from help is yet known to psychia- 
trists. They came to see that the maintenance of morale and discipline 
demands that the group has to be defended against the defection and selfish- 
ness of the individual. This was an extremely significant reversal of the 
usual solicitudes. They came to see, too, that eliminating the most 
poorly endowed ten per cent of an army is not a process that can be re- 
peated until the remainder are perfect soldiers. Psychiatrists began to 
realize that combat service with troops gave them understanding and 
status as did nothing else. They saw the power of incentive, of motiva- 
tion, of loyalty, of morale as few civilian experiences ever reveal it. An 
the war experience also corrected any assumption that medical officers 
were the least likely of all army officers to be retired because of psychiatric 
difficulties. Indeed the assumption that officer selection in any branch of 
the service may best be left entirely to brother officers came in for gradua 
correction, and the value of a combined judgment of psychologist, psychia- 
trist, and line officer may be said at least to have emerged, though perhaps 
not to a degree of wide acceptance. Though there were some memorable 
exceptions, it has been heartening to observe that as a general rule the 
higher the echelon the greater the likelihood of support for psychiatrists 
of competence and character. And from the dearth of psychiatrists 
hope we have learned the extraordinary value of ancillary personnel— 
psychologists; social workers; educational, occupational, recreation 
therapists; nurses and attendants. 

Views not widely held at the outset of the war were gradually confirmed- 
Group psychotherapy and psychotherapy under sedation received skillful 
refinement and expansion. The costliness and futility of skimping the 
psychiatric examination of inductees, which was long over-ridden un er 
the pressure of rapid expansion, became eventually evident to others tha? 
indignant psychologists and psychiatrists. The cost of these brash pua 
ders, were it ever to be reckoned among the Veterans Administration E 
penses over the next fifty years, would remind me of our first surgic® 
clinic in the medical school in 1914 when Harvey Cushing showed us rf 
elderly man with a pain in his leg. We students all had our guesses 85" 
the cause. It was due to a piece of lead, imbedded at the battle of 


tietam. ive 
The examination of inductees was conducted at first without any effecti 

attempt to make use of civilian institutions whose records of the aot 

history of a recruit would have provided prompt and valuable eviden 


of his adaptability and presumable stability. Only gradually w35 
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value of s i i 
oe paar a ge ere by experience. The value of having a 
“apna a lt; psychologist and social worker was established—let 
ue sy or all. The importance of a thorough knowledge of 
ms a e unvarying need of psychiatric training of all medical 
iy ode ‘eos as the war went on. But perhaps the most desperately 
ees = y proven view of all was that our medical schools had been 
a J Loe y inadequate training in psychiatry. Their graduates as a 
= rer erstood, ignored, and undervalued psychiatry. The number 
Pe ed psychiatrists was far below the need—so far below as to excuse 
had any charge that could be levelled at the performance of the few 
mek ou ered a staggering task. But what excuse can be offered if our 
ical curricula still drive onward, repeating the same mistake today— 
and tomorrow? 


Reflections 


an experience of the war suggests a few assumptions that may deserve 
AE ion. First, it is not too early to set a salutary example by accepting 
as ur own profession the task of searching for significant psychological 
‘te or psychiatric evaluation of prospective medical students. Must we 
thn, e to business, or education, or the army to find out how to foretell the 

eshold of endurance of external stress? Second, let us not forget that 


u s é š 
nless Psychiatrists in civilian life deliberately and persistently try to 
list societies a considerable 


a 4 into the psychiatric boards and special 
inue er of regular military doctors, and unless the Army and Navy con- 
sid he menta to encourage specialization which will qualify a con- 
6 ea e number of their medical officers as specialists, we shall perpetuate 
the a handicaps of misunderstanding and friction that accompanied 
quene orts of the war years. Third, the promptness, the ease, the fre- 
ard Y, and the value of psychiatric consultations on medical and surgical 
CS in military hospitals suggest that psychiatric consultations in our 
to patients and to the doc- 
helpful resource to bear upon the 
uld be a major revision of medical 
in the education of the 


Octor 
ies the opportunity for a 
aman beings for a full and happy life as 


One ; 
stu ` seven so definitely deviant not d 
Y? Sixth, from the war experience psy 
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factors of successful leadership: the value of the leader’s example, his 
awareness of the emotional needs of his men, his constant and manifest 
solicitude, his knowledge of individual men under him and his personal 
interest in them. Are industrial relations and problems of civilian leader- 
ship likely to be solved in complete disregard of these factors of leadership 
proven in the war? 

Lastly, let me offer a personal opinion not only subject to immediate 
correction but soliciting correction if I am wrong. I do not recall during 
the last forty years the names of any research men in the natural sciences 
who ever did any notable investigative work while on the teaching staff 
of West Point or Annapolis. I submit that the result of an education re- 
ceived in institutions where students are not directly exposed to the at- 
mosphere of research is quite naturally a mind which divides information 
or ideas of all kinds into only two groups: the first group comprises all 
ideas which are true, sound, and dependable; the other group are the ideas 
which are false, misleading, unproven, and unreliable. This is a decep- 
tively precise but a dangerously inadequate attitude, for it misses the 
priceless imprint which comes from training in research, namely the realiza- 
tion that there is a still third category of ideas—hypotheses not yet know? 
to be valid that might be true if by research they could be proven. There 
is an immense gap between minds trained by recitation, indoctrination, and 
flawless discipline in the traditional military education and minds expose 
to the task of finding out what is not yet known. If cadets at West Point 
and Annapolis were exposed to first-rate research work, their approac 
throughout their subsequent careers toward finding solutions to new prob- 
lems and their attitude to those who could help them in this task would be 
immeasurably improved. What, for example, will be the gain to military 
psychiatry of having psychological research of the best quality in the 
training of graduates from West Point and Annapolis? 


Conclusion 


One final observation: the lessons of the war are clear enough. They 
to be neg- 


are so nearly trite that it will take special effort if they are not to D 
lected, ignored, and forgotten. Many of the lessons are humiliating 
powerful reason for repressing them. Many call for unremitting work 
the mistakes are not to be continued and repeated. Circumstances M® a 
a schizoid reaction all too easy for us—a flight from reality and the escaP 
from responsibility. The greatest unpleasant surprise of the wat 2 
medical men was the importance of psychiatry and psychology. And T 
so inconstant, evasive, or preoccupied are the majority of men that t 
greatest lesson can be disputed, evaded, and soon forgotten. 
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NOTE 


About tw: 
ence, "ieee years ago Dr. C. F. Menninger discovered a very interesting coinci- 
name was also age a distant relative, distant by seven generations in fact, whose 
ome ‘neap Pentti Menninger! Long ago one of the Menningers from the original 
Service to Mari eae had gone to Austria and had rendered such valiant 
$ Bite Of won oe that she had knighted him and the family was given the 
ienna, and ab nthal. The Menninger-von-Lerchenthals continued to live in 
out 1890 established a psychiatric sanitarium in Tulln, a suburb. The 


found 
er of thi : = 
this sanitarium was Dr. Albert Menninger who died in 1941 at the age of 


He h: s 
Menninger Te sons, Dr. Albert Theodor and Dr. Erich Menninger. Dr. William 
of Topeka visited them in 1933. 
ing with a topic which has 
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of whether and within what limits the psyche of man can be a determining 
factor in death. The matter could be treated with varying completeness 
and viewed from various standpoints. We are going to start the discussion 
with a case cited by A. A. Friedlander, which can at the same time be & 
kind of leitmotiv of our thesis. 

“Theresa Neumann predicted her death for the year 1935. We hope 
that she is wrong about this. However, that her life may end in the time 
specified by her is altogether possible, not because she has exhausted her 
last physical powers but because she has confronted herself with the 
thoughts of dying; that with the ceasing of the will to live the ability to 
live may also cease.” 

His hope was fulfilled. The stigmatized girl of Konnersreuth did not 
die at her self-appointed time. Everyone will acknowledge that it woul 
have made a great and perhaps lasting impression if that death had oc- 
curred as predicted; of the opposite, however, no notice has been taken. 
As has been done frequently we may point to this as an example of a great 
source of error which must be taken into account in treating all questions 
on the physico-psychic border line. Also in the investigation of psychi- 
cally conditioned death we must keep in mind the elective inclination ° 
human memory to mysticism. agl 

In the postmortem of the artist Lorenz Clasen (painter of historic 
subjects, born in 1812) a note was found written in his own hand ahi 
stated “I will die in my eighty-sixth year from heart failure.” Sue 
reports as bases for an unprejudiced investigation are valueless. They 
are too meager and offer for the most part no possibilities for raezar 
ination. Yet they always arouse the idea that in a person whose dems 
is already stipulated by pathological conditions, psychic imaginings COU i 
cause death to occur at a practically definite time. The following sair js 
may illustrate this point: Joseph Haydn is said to have written a és 
diary on the 25th of April, 1792, “On the 26th of March at the conte iy 
Mr. Bartholemon (London) there was an English clergyman who “eaol 
hearing my Andante sank into the deepest melancholy because of the pich 
that on the previous night he had dreamed of such an Andante eye 
announced his death. He immediately left the company, went to a ” 
today I heard through Mr. Bartholemon that this clergyman hai distu 
This dream unquestionably was a presentiment of death owing to a 
bance of the cardiac rhythm. ydia’ 

Proof of this may readily be procured from the literature of ce facts 
pathology. We may say for the moment that in such cases it a nb 
insofar as one can accept these reports as facts, that people determ be 
die and then do die at approximately the appointed time. Here ve tio? 
the main question whether such a psychic attitude alone or m conn 
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with other cireumstances can bring about death. In answering this we 
wish to differentiate between death by hysteria and death through sugges- 
tion. It is worthwhile in trying to explain cases of death for which a 
pathological physical condition seems less responsible than a psychic mech- 
anism, to examine similar happenings in psychotics. It is well known that 
there are sudden deaths in psychoses in which pathological anatomic 
examination discloses no adequate cause to which death can be definitely 
attributed. They may perhaps represent constitutional anomalies of more 
or less sharply defined status thymico-lymphaticus or there may be some 
endocrine dysfunction or physiologically abnormal conditions of men- 
Struation or of digestion. Sudden death in such cases is therefore explicable 
by the acceptance of a nervous influence upon the respiratory or circulatory 
System, via the parasympathetic system and through the vagus. On 
account of the inadequacy of explaining the cause one must posit a hyper- 
Sensitivity in the vagus cerebral centers (Stefan). ; 

It is within the realm of possibility that also in hysteric psychoses such 
Sudden deaths occur. Aside from that, however, hysteria may end in 
death. With reference to such cases O. Bloch says that the desire for 
death is so persistent that the goal is reached through nervous exhaustion. 
ML. Rosenfeld has remarked that the hysterical person as & rule, roe: ae 
. © Wish for illness is strong, does not usually go so far as to wish for a 
Itself, But one could easily imagine that the influence of the peye s 
emotional processes upon the somatic organs, mostly upon m a Š 
tern, may proceed further than the patient himself desires; once so 
the Pathological process perhaps cannot be arrested or regressed leas : mn 

nally what was originally an hysterical mechanism may lead to = ia 
ey Seduences. The psychic emotional processes — oe fae. a at 
Vit rm and it appears without doubt that they do not ae ina depends 
u al centers and may thus be the cause of death. Dy ie effectivity of 
Ta the constitution and vitality of this system ee fter careful consid- 
erap al centers (Rosenfeld). Klinkenberg m tige proosie of the 
body at the assumption that changer i. heh ae through emotional 
Oce | be brought about bath hae hese together with a life- 
ne "ences and that it is conceivable that : ed ls may even lead to 
dea E attitude in vegetatively unstable indivicuals 
: P . stem is very 
see > hysterical persons lability of the vegetative ini mee person 

‘dent. ‘The pos ibility must be acknowledged bag ene lates the 
Y die thr a ie imi 1 imagination. 4. Kronfeld relates - 

A hrough his hysterica! m ho for many years ate little 

"Y of a neurotic woman of thirty-seven W ills, at last as many as 

thin. er each meal immediately took lgcatve tees Be and senna tea in 
Y daily. She also took epsom salts in the mo 
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the evening. She consulted many physicians but would not follow their 
adyice; she became more and more emaciated and finally died of exhaustion. 
Had she intended to starve to death she would be classed with cases of 
indirect or chronic suicide. But it appeared that she really had a neurotic 
fear of taking food with the possibility of death being considered but not 
as a conscious aim. 

One remembers this case when one reads of death resulting from reducing 
cures. Persons who, out of excessive vanity or from vocational demands, 
slave for a slim figure and succeed by means of energetic dieting are 
suddenly confronted with life threatening situations. In spite of medic 
help, the return to normal diet is no longer possible. It is conceivable 
that the original psychic attitude may obstruct the way. Even in Theresa 
Neumann’s case the operation of hysterical mechanisms might be possible. 
In her case there were many hysterical antecedents aside from the ecstacies 
and stigmatization. In addition, because of a fright occasioned by ® 
fire, the menstrual period failed for a year, then reappeared irregularly 
several times and in 1920 in her twenty-second year it ceased completely: 
In an accident Theresa Neumann suffered a lumbar spinal injury, followe 
by paralysis and excessive complaints and has received a hundred 
cent accident insurance since 1918/19. On the day of beatification ° 
the holy St. Theresa she was cured of her hysterical blindness and on 
day of her canonization she was cured of her hysterical abasia. +? 
this hysterical woman with a peculiarly vegetative nervous, sensitive 
constitution (Ewald) did not die in spite of the fact that she was apparent 4 
determined that she would, is more remarkable than if the opposite B% 
been the case. Perhaps her training in refraining from food was her saly 
tion. The almost complete abstinence from nourishment and liqui 3 
weeks, months and years is scientifically unacceptable (Hoche). On Li 5 
other hand, it can be truly accepted that the taking of nourishment w 
very irregular and that the organism finally in time attained the ability 
to overcome the state of hunger. The period predicted also was so 100 
that it is possible there might have been a change of mind. BE Der 

We have concerned ourselves so conscientiously with this prediction i 
death which did not occur because science in so difficult a question 28 nd 
psychic causation of death must remain by the facts, both positive * 
negative. temi 

The road from the psychic to the vital organs is the nervous 5y8 
physiology supplies adequate information concerning this. If death ° 
person occurs with vital organs in a normal condition, then it is caus? aly 
the influence of the psyche on the nervous system. That is the 1 bY 
possible explanation of death through hysteria. This is confirme nis? 
death through suggestion. It is peculiar to the hysterical mecha 
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a transforms psychic contents into physical manifestations, the person 
ee unconscious of this. When the idea of dying actually leads to 

odily death the hysteric or psychogenic mechanism becomes visible in 
a simple form. 

Belgrad, Oct. 5, 1928—In the village Koprivnica, a farmer named 
Ujseck said several monihs ago that he would die October 4th, 1928. On 
the appointed day he called his family, ordered his coffin, bade farewell 
to his friends and at noon, as he was seating himself at thetable, he died of 
apoplexy. The populace believing that it was a miracle was much excited. 
(Neues Wiener Tagblatt, October 6, 1928.) 

Reports of such a nature occur yearly in the various newspapers. I 
have before me five such notices for the years 1928, 1930, 1034 and 1935. 


ly men, never women, are mentioned as having foretold the time of 
their death to the day and the hour. Usually the directions which are 
given. It should be mentioned 


to be carried out after their demise are 

that the reports of one and the same case vary somewhat from one another 

as to time, locality, and name of person. We are not concerned with the 
the question whether the 


Verification of such notices* but with answering 
That is, whether a person can die 


facts considered could be possible. 
according to his own prediction at a fairly definite time without showing 
Mortal illness which would make death probable in the near future. This 
question can be answered affirmatively in the light of the knowledge we 
Possess today. In connection with this the following illustration from 
T. H. L. Brumton (cited by L. Braun) is usually given: 

college. They condemned 
carrying out the ceremony in a serious 
ith his head on the chopping block, 


experiment ci 
ut by physicians at Montpelier 
beyond a doubt the possibility of death by 
f a completely healthy body by 
d he is of the opinion that the 
ess by a severe psychic 
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t, on the other hand, (with citations 


who can voluntarily slow down or 


ae of an emotional shock is unp' 
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*It is to b ort such cases. A collection of 
a e regretted that p: 

Posi tive and i cases would probably not alter the facts, but would help to 

ndicate the significance of the connection between suggestion and death. See 

No enninger-Lerchenthal, Mors and Psyche. Psychiatr-Neurology Wschr., 1931, 
+ 32. 
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increase the cardiac rhythm and cites Klaatsch who observed concerning 
Australian Negroes that the belief of being mortally endangered by a secret 
power can really bring about death. Though opinions concerning death 
in healthy persons by means of emotional shock or suggestion are not 
completely in agreement, it is apparent that the psyche has a powerful 
influence on the heart as well as on other organs through the nervous 
system. This influence can be decisive for life or death, especially if 
cardiac activity is not wholly normal. Externally the person may appear 
in good health but, because he is not so, he talks of death. The prophesy 
is a result of the subjectively felt organic disturbance and at the same time 
the cause of the heart stopping at a more or less definite time. The ces- 
sation of the heart beat may come with very little more load. The fear 
of death or the idea of having to die produces this additional load. This 
is the explanation offered for those cases known to doctors as well as to 
laymen who have died from worry, fright or other emotional shocks, 28 
well as for those who have predicted their death at a more or less definite 
time. On the other hand we can accept with certainty that the power © 
the psyche which coéperates and functions in life’s most important opera- 
tions also assists in life’s maintenance; for we often see all of life’s will- 
power fighting against death. When the physician, while he is working 
at the bedside of a thinking man with the hypodermic of camphor, makes 
use of the will to live, he does not only do it because every medical action 
has to do with the transference of confidence from physician to patient 
but also because it is scientifically proved that the psychic attitude has 
within certain limits a power over life and death. Doctors see daily i“ 
their practice that some people show their fear of death. Others do not bul 
one still observes it in them. Here a counter suggestion fitted to the per- 
sonality of the patient is appropriate. Auto- and hetero-suggestion posses 
perhaps greater significance for prolongation of human life than all the 
so-called rejuvenescence cures. Although death which psychic “cn 
have helped to bring about is often clear, one sees the psychic influent 
on the prolongation of life only if one looks for it. 
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BOOK NOTICES 


Psychiatric Interviews with Children. By HELEN LELAND Wirmer. Price 

$4.50. Pp. 443. New York, Commonwealth Fund, 1946. 

This book is a valuable contribution to the literature on child guidance 
psychiatry. It is mainly composed of ten case records selected from various 
American child guidance clinics. The records reproduce in detail what 
went on between the therapist and the patient and illustrate some of the 
techniques used in child guidance. A series of footnotes provide a running 
commentary on and interpretation of the words and actions of both the 
child and the therapist. All the therapists are either analysts or are 
analytically oriented and have had years of training and experience in 
psychotherapeutic work with children. This book should be of great 
interest to everyone dealing with emotional problems of children. (R. 


Henkins). 


Sexual Inadequacy of the Male. By Paur Porsnos, Sc.D. Price $1.00. 
Pp. 41. Los Angeles, The American Institute of Family Relations, 


1946. - 
The treatment of the subject in this “Manual for Counsellors” is super- 


ficial and loaded with cliches, such as “general re-education,” “building 
set of attitudes and habits.” 


extension of this to regions beyon 
Counsellor” occurs. 
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“hermath of Peace. By A. M. MEERLO. po $2.50. Pp. 218. New 

ork, International University Press, 1946. - eden 

Payoh an earnest psychological study of the, postwar ae 

to Chiatrist zh Minot Sa el bes would be ot parton z nt 
cople working with those who had been in occupied countrie 
Suffered through imprisonment. (K. A. M.). 
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$5.00. Pp. 473. New Haven, Qu 
945, 
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lis outstanding value lies in the fact that it presents the problem from the 
viewpoints of the medical man, the physiologist, the psychiatrist, the psy- 
chologist, the anthropologist, the sociologist, the theologian, the economist, 
and the lawyer, by which approach it successfully presents the problem from 
a wider orientation than is possible in less comprehensive works. The 
lectures are presented on a level to be understandable to professiona 
workers who have a limited knowledge of alcoholism. Individually the 
lectures are fairly elementary and some are dull, but collectively the lectures 
represent a book which is a serious and successful attempt to present & 
broader understanding of the origins, scope, and ramifications of alcoholism. 
This volume has limited value as a source book, but to those who are I- ; 
clined to look at alcoholism from the narrow cloisters of their own fie t 


by twenty-four lecturers at the Yale Summer School on Alcoholic Studies. 


it is an invaluable orientation; and even to those who recognize the scope 
aicoholism, the book serves as a good reminder that alcoholism is bigge 
than any one specialty or field. The book is recommended to those 12° 
terested in social problems and to those who have to work with alcoholics 
but whose orientation in the field is limited. If it were a little less technic 
it could be understood by the legions of people who find themselves proi 
pounding cures for alcoholism without having any conception o0 the rer 
problem. (Murray Bowen). 4 


Anti-Semitism: A Social Disease. Edited by Ernst SIMMEL. 
$2.50. Pp. 140. New York, International Universities Press, 


Seven earnest, socially-conscious, psychoanalytic-minded people, amoni 
D togeth i 


sychoan® 
ji write? 


whom are sociologists as well as psychiatrists, have gotte 
140 pages of discussion about anti-Semitism. Sociological, P' 
ba and political theories are advanced in a thoughtful, we 
orm. 

The people who read the book, however, will be those who already r fose 
anti-Semitism as a disease of society. Those members of society W” jti 
symptoms constitute the disease will unfortunately not look at 
(K. A. M.). 


soe 
Progress in Neurology and Psychiatry. Edited by E. A. SPIEGEL- Pri 
$8.00. Pp. 708. New York, Grune & Stratton, 1946. t 
This seven hundred page book is designed as a review of the cu ny 
contributions during the year 1945 to neurology and psychiatry. matt? 
ways it seems very similar to the Year Book in neurology and psy¢ cisti 
although the preface states that it is “not intended to replace or mel 
abstract services.” Edited by the Professor and Head of the Depar hir 
of Experimental Neurology at Temple University School of Medicine, E by 
of the 39 chapters are devoted to neurology and neuroanatomy, ee sink 
different authors. The nine chapters devoted to psychiatry, cor erist® 
only 160 pages in the book, are contributed by well known PSY’ pas pe 
Each chapter is a summary of recently published work and in some ible tha” 
there is a critical evaluation of it and some not. It is more rea ther 3 a 
the Year Book because various related subjects are woven toge 


continuum. (W. C. M.) 
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Trends of Mental Disease. By The American Psychopathological Associa- 
tion. Price $2.00. Pp. 114. Morningside Heights, New York, King’s 
Crown Press, 1945. i i 
Trends of Mental. Disease is essentially a series of statistical statements 

of the rates and kinds of mental disease, presented at a symposium of the 

American Psychopathological Association. Various statistical approaches 

have produced no definitive statements concerning the waxing or waning 

of mental disorders. From the present to the future, interpolated curves 
give different results based on various assumptions concerning fertility 
and mortality rates. Perhaps most valuable in the volume is an inspection 
of the nosological groupings, and Commander Francis Braceland’s presenta- 
tion of the problem as it appeared in the Navy. (R. E. W.). 


Studies of Compulsive Drinkers. BY HERMAN Wortin, M.D.: LEONARD 
R. Sıtma, M.D. AND FLORENCE HALPERN, M.A. Price $1.00. Pp. 
90. New Haven, Connecticut, Hillhouse Press, 1946. 

Part T of this little volume presents the case histories of 18 alcoholics 
together with a brief psychological test report on each case. Its aim 
is to present the student with reliable material in place of the usual fictional 


and autobiographical accounts of alcoholism. In the foreword Dr. Nolan 
. C. Lewis emphasizes that comparison of a large number of such case 
led no single event or 


histories with the histories of non-alcoholics revea 
relationship which could significantly distinguish the two groups, and that 
e differences accordingly must lie in the totality of environmental stress 
= individual predisposition. No synthesis of all the case histories is 
ered. 
. Part II presents an analysis of the results of a battery of tests admin- 
\stered to 47 alcoholics. ‘The battery consists of the Wechsler-Bellevue 
Scale, the Rorschach Test, a simple level of aspiration test and an un- 
Published Vocational Interest Inventory by D. Wechsler, designed to 
indicate masculinity and femininity of interests. Some suggestive findings 
are presented. (Roy Schafer) 
ow. By S. Z. OrGELL, M.D. Price $6.00. 
national Universities Press, 1946. 
lies that this is a book concerned with dy- 
ychoses, and the de-emphasis 


Psychiatry Today and Tomorr 
Pp. 560. New York, Inter 
ami ough Doston Orgell mp Long om 
€ psychiat his over-emphasis on the psycho i 
n E F] ee disturbances indicate that the author is 
pore interested in the classical type of psychiatric thinking. He very 
Urriedly covers the psychological development of the individual and 
Mental mechanisms, and devotes only & few pages to psychoanalysis as 
form of therapy. This discussion of the mental mechanisms leaves 
much to be desired, as he gives many definitions but fails to give illustra- 
tions from daily life or clinical practice which might make these definitions 
Ore real, 

e author gives good 
“strates these with pat L 
ip cady available in text books of descrip 

e reviewer's opinion, help matters muc 


Jinical descriptions of the psychoses and il- 
Sn material. However, he adds little not 
tive psychiatry, and does not, 
h by including such brief state- 
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ments regarding the dynamic aspects of the conditions which he discusses. 
(L. L. Robbins) 


The Varieties of Temperament. By W. H. SmeLDoN anp S. S. STEVENS. 

Price $4.50. Pp. 520. New York, Harper & Brothers, 1942. 

The book is an attempt to show a systematic concomitancy between 
morphological characteristics of individuals and a scale of psychologic@ 
traits. The physiques and temperaments of 200 young men were studi 
to furnish the basic data. The “somatotypes” are expressed in a three 
numeral series showing the approximate strength, on a 7 point scale, 0 
three primary components of physique. The relationship between the 
somatotypes and the chosen psychological traits (60 in all) becomes the 
basis for an analysis of personality structure. Components of tempera 
ment are expressed in terms having physiological significance, thus giving 
emphasis to “constitutional factors” in personality differences. The book 
devotes considerable space to descriptions of morphological and tempera 
mental variables, and in closing gives extensive correlational data } 
support of the main contentions of the authors. (Albert C. Voth) 


Technique of Psychoanalytic Therapy. By SANDOR LORAND. Price $3.50: 

Pp. 251. New York, The International Press, 1946. 

This book is primarily for students of psychoanalysis in the last yeu 
or so of their training. Doctor Lorand is a strong advocate of elastically 
applied “active technique” and succeeds in showing that the analyti¢ 
situation does not depend on formal rules, such as for example the rec inma 
position of the patient, or the avoidance of giving suggestions in Cer ie 
cases. When the analyst knows what he is doing and why, he has & ora 
siderable latitude in molding his attitude to the patient's needs. TH 
author exemplifies convincingly that there are no dogmatic prescript 
on how to manage the patient’s transference or when to give interpre is 
tions. He stresses, of course, the paramount importance of the analya 
of the transference, which indeed remains the criterion of where psy ue 
analysis ends and psychotherapy begins. 5. Salle 

There are times when the adherence to the fundamental rule is ee 
visable, as in a case of Doctor Lorand’s quoted in this book. The chap w 
on counter-transference, phenomena and termination contain lucid vo 
and give invaluable advice derived from long experience and mature vig 


(Jan Frank) 


Are You Considering Psychoanalysis? By KAREN Horney, M.D. P 
$3.00. Pp. 262. New York, W. W. Norton, 1946. ajes of 
Nine familiar and sensible questions are asked in the chapter tit wld 

this book such as: “What are your doubts about analysis?”, “Who E p 

your analyst be?”, What does the analyst do?”, “How does analysis 2% ol 
All of the authors who answer these questions belong to a circle ei evet 

leagues and students of Dr. Karen Horney. Their answers W ile m com” 

in clarity and styllistic grace, correspond in the main to prevaler at P 

ceptions, despite repeatedly interpolated flourishes to the effect tha? ne 


rjo? 


arog: > eL t 
some obscure way the Horney version 1s a vast improvement ov lysi®* 
choanaly’ 


benighted techniques of the “orthodox” practitioners of PSY 
(K. A. M.) 
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SPONTANEOUS REGRESSION ON THE INDUCTION 
OF HYPNOSIS* 


By MERTON M. GILL, M.D. 


This case of spontaneous regression on the induction of hypnosis is pre- 
sented with two aims in view: first, to see its bearing on problems of hyp- 
notic regression; and second, to discuss regression more generally. Regres- 
sion is here being used in its meaning of the spontaneous or induced re-living 


in the present tense of a specific previous episode in the life of an individual, 


not in its more general psychopathological meaning. 

First, a brief description of the case: the patient was a 34-year-old white 
married male, ex-Navy petty officer, in civilian life a highway patrolman. 
He entered the hospital with functional digestive complaints, sub-occipital 


headaches and urinary frequency, all of two and a half years’ duration. 
The symptoms began while he was abroad in the Navy, at a time when he 
his first extramarital affair and by a 


Was troubled by guilt feelings over 
here had been an exacerbation of his 


Conflict with his superior officer. T of 
illness since his return to civilian work some nine months before admission, 
With feelings of inadequacy, & suspicion that others were watching him 


Critically and preoccupation with memories of various scenes of violence and 
horror he had witnessed during his police work. 

Physical examination revealed no organic pathology. Psychological 
tests and psychiatric examination concurred in describing a moderate 
decompensation of a severely obsessional character. To figures of authority 
in the hospital the patient displayed an eager compliance, so extreme as to 
be almost ludicrous. The patient was treated by the usual hospital special 
therapies and by superficial expressive psychotherapy, some of it in connec- 
tion with the material obtained in hypnotic interviews. He was discharged 
after three and a half months, apparently restored to his former compulsive 
defenses. 

The patient was first hypnotized during a group hypnotizability study. 
He had been twice hypnotized during his ’teens by vaudeville artists. He 
Seemed to go quickly into deep hypnosis and shortly began to sob and moan. 
Several attempts to get him to talk failed, and he was awakened by com- 


* Read at the meeting of the American Psychiatric Association, New York City, 


ay 22, 1947. 
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mand. When later seen individually, he had amnesia for the events i 
hypnosis except that he vaguely recalled considerable emotional distress; 
and it was only with reluctance that he agreed to be hypnotized again. 
The next induction of hypnosis was marked by signs of extreme agita 
tion, with very rapid shallow breathing. After some moments the patient 
again began to sob and moan. Attempts to communicate with him fail 
until he was finally heard to mutter that he was very tired and something 
about “George.” It then occurred to the writer that the patient was spor- 
taneously regressed; he asked the patient to whom he was talking, foun! 
himself identified as George, a friend, and was able to elicit the story g: 
what was taking place. The patient had previously told about obsess!V y 
recurring thoughts of a horrible scene he had encountered 14 years before: 
In the regressed state he now confessed to his friend George something 
which he had actually never before revealed to anyone. On the occasio? 
of this scene, the patient had been guilty of a serious neglect of du 4 
amounting to a crime. It is to be presumed that during the intense agits 
tion he had re-lived the horrible scene, but this could not be absolutely eA 
tablished because it was impossible to get him to say anything during tha 
agitation. M 
During the next few weeks the patient was hypnotized some 10 an T 
more. The following are the observations made which seem the most } 
portant from the point of view of hypnotic regression. k be 
First: Until the last few times, each time the patient was hypnotized, od 
went into a spontaneous regression. The last few times he was instru? 3 
during induction to remain in present orientation. He did so, but wit 
marked tendency to lapse into a regression. ope 
Second: Most of the regressions were to traumatic episodes. The Ho 
already described was repeated on the second induction of hypnosis- a 
others were to different episodes. Some of the regressions were tO app pe 
ently innocuous episodes. Except for the first time in the group» 
episodes were always innocuous if the situation in which the patient ac? 
hypnotized was one which would make him uneasy. An example 0 sent 
a situation was his being hypnotized with several other people P?¢ 
while electroencephalography was being done on the patient. 
Third: Although great difficulty was sometimes encountered, the 
could be made during a regression to respond to a motor suggestion en tho 
unrelated to the events of the regression. On one such occasion, eee Boe | 
suggestion was successful, the patient’s eyes opened; and althou 
mained in hypnosis, he was no longer in regression. 
Fourth: During a regression, the patient answered 
events subsequent in time to the regression. rossi 
Fifth: The patient could be brought out of hypnosis from 2 Te& 


patie”! 


ut 
questions ab? 


ee 
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by telling him, without any attempt first to reorient him to the present, that 
the therapist would say the letters from A to G, and he was to awaken at G. 

Sixth: Questioning after each letter from A to G during the termination 
of hypnosis revealed that with the letter A, the patient became confused 
and disoriented for time, person and place, remaining so until the letter G, 
when he awakened, oriented without confusion in the present. 

Before discussing the significance of these findings, we will turn for a 
Moment to the literature on regression. 

Spontaneous regression on the induction of hypnosis has, so far as the 
Writer knows, been described in recent years only in connection with the 
traumatic neuroses of war? The spontaneous development of states of 
Tegression in which, in an hypnotic-like state, the patient re-lived traumatic 
episodes seems however to have been at one time a rather common psychi- 
atric phenomenon. The famous case of Anna O. in Breuer and Freud’s 
Studies in Hysteria? showed such phenomena as did many cases described 
by Janett and others around the turn of the century. Janet called them 
“monoideic somnambulisms.” The relationship of such cases to regression 
on the induction of hypnosis and the reasons for the disappearance of such 
Cases from our clinical material are fascinating unanswered problems. 

In our work with hypnosis at the Clinic we have seen only two instances 
of spontaneous regression on the induction of hypnosis in cases whose pre- 
Senting problem was not that of a traumatic neurosis. One of the cases is 
here described, and the other is the case of a woman who on the second in- 
duction of hypnosis spontaneously regressed to a traumatic automobile 
Accident 15 years before. ‘This accident seemed of no special moment in 
her current illness, and subsequent hypnoses with her were unaccompanied 

Y regression. 

Although there have been several recent experimental investigations of 
Psychological testing during induced hypnotic regression, the major refer- 
ence point for discussions of the phenomenon is the work of Erickson and 
Kubie.s In i941 they introduced into the field a theoretical distinction 

etween states of “regression” and states of “revivification.” f 
gression they described as “a half-conscious dramatization of the 
Present understanding of that previous time” and revivification as “the 
type of time regression in which the hypnotic situation itself ceases and the 
Subject is plunged directly into the chronological past.” It is difficult to 
elieve that they could have meant this literally, since the concept of an 
actual psychological return to the past with the wiping out in any dynamic 
Sense of all subsequent experience seems indefensible. If the hypnotic 
State is indeed terminated during revivification, how is it possible for the 
hypnotist to regain rapport with the patient to be able to make suggestions 
OT reorientation, suggestions which must be given in hypnosis if they are to 
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be effective? The possible argument that rapport is re-established by 4 
previously arranged signal is an admission of a persisting tie to current 
reality. 

In our case of the man cited above, there were evidences that ties to cur- 
rent reality persisted despite the regression. First, the patient could be 
awakened without any suggestions for reorientation. No signal coul 
have been given since the regression was entirely unexpected. Second, 
when the patient was in an unfamiliar situation he regressed to an innocuous 
rather than a traumatic episode. Third, in a private session with the thera- 
pist the patient confessed a serious crime; he must somehow have been 
aware that he was in a situation where he could do so without punishment. 
Fourth, the patient in the state of regression answered questions about 
events subsequent in time to the regression. 

That a real and far-reaching change did take place, however, in the Te 
gression is shown by the following evidence: first, the patient spontaneously 
identified the therapist as a friend he had had during the period to which he 
had regressed; second, the confusion and disorientation which the patie? 
showed during termination of the hypnosis indicated that during the regres; 
sion his ego had almost completely reoriented itself to a previous time an 
place; third, it was very difficult to get the patient to respond to or even t° 
remember motor suggestions made to him by the hypnotist which were 2° 
relevant to the events of the past which he was experiencing. P 

This instance of spontaneous regression bears on the theoretical questio? 
of the “genuineness” of hypnotic regression. If by “genuine” regressio 
one means a state such as was described as revivification, we feel there 18 D9 
such thing; but if by genuine regression one means a significantly alter" 
ego state, oriented to and integrated in a previous time in the patient’s 
history, but with retention of a relationship, conscious or unconscious» 
current reality, this case shows that such a state can develop spontaneous 
on the induction of hypnosis. This spontaneous regression showed me 
features described in accounts of induced hypnotic regression. It i wa 
that some instances of induced regression are more “complete” than 
one here described and that in them inconsistencies as glaring as answe™ ur: 
questions about matters subsequent in time to the regression do not pe 
The reasons probably lie in the careful instructions with which such st 
are induced. to? 

An attempt to understand the nature of regression leads naturally 
consideration of the condition in which spontaneous regression occurs d 
quently, the traumatic neurosis of war. The regression takes place v 
three different conditions: first, spontaneously in sleep in one of the eee 
teristic types of battle dreams; second, on the administration of cer 
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chemical agents—intravenous barbiturates, ether, alcohol and others—; 
third, on the induction of hypnosis; and fourth, as in some cases described 
by Fisher,’ on meeting a situation which is in some significant way reminis- 
cent of the original trauma. In this last war hypnosis was used relatively 
little, as compared with drugs, but where used—as by Kaufman! on Oki- 
nawa—the experience of the first World War is confirmed. Men suffering 
from a recent traumatic neurosis are almost universally easily hypnotized 
and the induction of hypnosis is often followed by regression to the trau- 
matic episode. 

In explaining the phenomenon of regression, discussions often fail to dis- 
tinguish clearly between the phenomenon itself and its possible therapeutic 
value. Even the term “abreaction’’ refers not only to the re-living of a 
traumatic episode but to the idea that the re-living is of therapeutic value. 
We will here concern ourselves only with the reasons the regression takes 
place, not with its possible therapeutic results. 

The generally accepted explanation is that the ego exerts an inhibitory 
action on the emergence into consciousness of both the ideational and 
and emotional aspects of the memory of the traumatic experience. In 
instances where this inhibition is most vigorously at work, there is complete 
amnesia for the episode. Anything which weakens the inhibitory forces 
of the ego may allow the more complete emergence into consciousness of the 
experience, which, for reasons about which there is considerable dispute, 
Seems to push toward entrance into consciousness. Battle dreams occur 
in sleep, a psychophysiological state in which there is a lessening of ego 
inhibition. In the use of drugs, physiological factors are regarded as ini- 
tiating the process, the weakening of ego function being due to the toxic 
action of the drug on the cortex, though the relationship between therapist 
and patient is also important. In hypnosis the relationship between thera- 
Pist and patient somehow leads to the diminution of the ego resistances. 

Grinker and Spiegel’ offer a somewhat different explanation for the action 
of intravenous barbiturates in producing a return to consciousness of the 
traumatic experience. It derives from their conception of a phasic relation- 
Ship between diencephalon and cortex in which diencephalon excites cortex 
and cortex inhibits diencephalon. They argue that the hypothalamus is 
acted upon relatively more strongly by the barbiturates than is the cortex 
and that therefore the cortex emerges as relatively stronger in inhibitory 
Capacity than it was before. This is expressed in psychological terms by 
Saying that the ego becomes relatively stronger, the anxiety against which 
it is defending itself relatively weaker, and the ego can therefore face the 
traumatic experience and re-establish its discriminatory functions. Ac- 
Cording to their theory, the traumatic memory emerges into consciousness 
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because pentothal alters the disposition of forces in a way which makes the 
ego now strong enough to face it, not, as in the usual theory, because the 
ego is too weak to prevent it. | 

We will cite two lines of evidence for the contention that the correct 
formula is that the ego is too weak to prevent the return of the traumatic — 
experience. The first is that the traumatic experience will return through — 
the use of drugs like alcohol, ether and nitrous oxide, whose action is con- | 
ceded to be primarily toxic to the cortex. The second is the phenomenon of 
regression itself. It must first be pointed out that while the theory of weak- 
ened ego inhibition accounts for the return of inhibited material to conscious- 
ness, it fails to account for the reasons that the material sometimes returns 
as a memory and is told in past tense and sometimes returns as a regression 
told in the present tense. Some explanatory factor in addition to lessening 
of ego resistance is necessary to account for the phenomenon of spontaneous 
regression. That explanatory factor can be found in the generally acceptet 
differentiation between the defensive and the synthetic functions of the ego: 
The repression of a painful experience is accomplished by the ego in its 
defensive function; orientation in time, on the other hand, is a synthetic 
ego function. The recognition of an experience as in the past requires ® 
simultaneous grasp of the memory of the past and the reality of the present: 
In a regression the weakening of synthetic ego function results in a weaken- 
ing of the tie to present reality. 

Two lines of clinical evidence lead to the conclusion that if something E 
done to weaken ego functioning, both defensive and synthetic functions wil 
weaken together. The first is that regression is most likely to appeat 
the combat neurosis in which there has been complete amnesia. ‘The se 
ond is that regression is the more likely to appear, the more intense the 
emotional and motor discharge in the return of the traumatic epi 
Both the lifting of amnesia and vivid emotional and motor discharge mus 
require the greatest diminution in the ego defenses. Concomitantly ther? 
is the greatest diminution of the synthetic ego function, resulting iD * 
phenomenon of regression. Spontaneous regression, then, is to be explaine a 
as the result of the simultaneous weakening of the defensive and synthe k; 
functions of the ego. Kubie and Margolin? have expressed a similar por 
of view by saying, “Thus drugs can assist both in the lifting of repress 
and in the controlled reproduction of the state of ego disorganization W 2 
occurs at the time of the original dissociation.” . the 

According to their view, however, the living out of the memory 1? f 
present tense is a reproduction of the original experience. As & matter t 
fact, abreaction often differs markedly from the original experience m t 
affective and motor discharge are much more violent than they were 12 ‘i 
original experience. We would say, then, that the re-enactment takes P 


sode 


ce 
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meee e e e 
wit ening of the ego which permits the experience 
to return to consciousness there is a diminution of the synthetic ego function 
It seems probable that a vicious circle is set up with violent affective Bal 
motor discharge itself leading to still further loss of synthetic ego capacity. 

How regression induced by hypnosis may differ from that in which drugs 
are employed is an unsolved problem. We would like to ask, however. 
whether it is possible that the change in ego functioning in hypnosis may he 
regarded as an abdication, as compared with the forceful dethronement pro- 
duced by drugs. Is it possible that with such an abdication there can be a 
more selective alteration in ego functioning, so that synthetic capacities are 
not as much weakened as are the defensive functions? It could be argued 
that in the hypnotic state, the patient “borrows” ego strength by alliance 
with the hypnotist, and that this added strength permits the weakening of 
the defensive function so that the repressed material can emerge. For 
Tegression to take place, however, the synthetic function must still be rela- 
tively weak. If this is indeed the state of affairs in hypnosis, it has impor- 
tant implications from the point of view of therapy, and explains the clinical 
fact that regression and abreaction in hypnosis can be better controlled by 
the therapist than regression induced by drugs.” 

The disturbed orientation of the ego to current reality is an alteration 
of ego state seen in its most extreme form in regression but occurring in 
Some soldiers will respond to hypnosis or pentothal 
matic experiences with alternations from past 
Even where the description is entirely in the 
in the experience with concomitant 


many lesser degrees. 
with a description of the trav 
to present and back again. 

: ast tense, all degrees of absorption 
Vithdrawal of interest from current Te 


incre: first, self-awareness with ¢ i 

thinking wi 
and visual imagery; 
the inhibition of motor 


hing? second, the mode of 
king toward symbolism 


Alfons. 
by cct is weakened; fourth, 
Veake 


third, the repression of — 
discharge of affect is 


hypnosis reveals these changes 
Vivid visual imagery, and strong affective 
Motor discharge will appeat- Change in self-awareness takes place in 
ion to orientation in time rather than orientation in space. There is 
i i rrent reality. 


problems about spontaneous 
To give a few: 


on? Why are 


§ 3 : ; 
in Dontaneous regression on the induction of 


e vae 
aia function in extreme form. 


telag 


T, discussion leaves unanswe 
What Sion in general and about t: 
1s the relationship of trauma 
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spontaneous regressions on the induction of hypnosis so rare except in recent 
acute traumata? Are there any differences between the spontaneous Te 
gressions induced by drugs and those initiated by hypnosis? Why did this 
patient not spontaneously return in any particular hypnotic session t0 
orientation in the present after he had re-lived the traumatic scene? Why 
did he continue to show spontaneous regression even to apparently innocu- 
ous episodes? 

Work in hypnosis with veterans who have had traumatic neuroses 
help to solve some of these problems. 
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A NOTE ON THE INDICATIONS FOR THE USE OF HYPNOSIS 
IN PSYCHOTHERAPY: AN ILLUSTRATIVE CASE REPORT* 


By MARGARET BRENMAN, PH.D anv 
ROBERT P. KNIGHT, M.D. 


The thesis of this presentation is that hypnosis is not and should not be 
Considered an independent “kind” of psychotherapy nor a procedure which 
Should be “engrafted” to any therapeutic relationship mechanically. 
Rather it should be regarded as a special sort of inter-personal relationship 
Which may be used in countless ways and with utmost flexibility as a tool 
In the course of a psychotherapy, the precise time and mode of application 
to depend on the nature of the problem, the current psychodynamic balance 
and the therapeutic aims being pursued. The current clichés regarding 
haa are that it has some value in the removal of symptoms by direct 
geeestion or that it is helpful in eliciting additional materijal from the pa- 
a It has been our experience, however, that hypnosis may hold some- 
re at different meanings for different patients and that these different 

Meanings” may be successfully exploited to advance the therapeutic 
Process, 
To the severely regressed patient with anorexia nervosa it may constitute 
š & given moment the significant “magic gesture” which Eisler has de- 
cribed—to be used only once, perhaps in order to establish contact with the 
T tient. To the rigidly inhibited patient, it may be “permission” to speak 
oud his usually tabooed thoughts. To the panic-stricken early schizo- 
parenice it may offer at the outset the unqualified parental protection which 
a must have, with no attendant demands for more information from him. 
though it is likely that some “least common denominator” underlies all of 
ki se, the specific variations are sufficiently significant to alter the practical 
Pplications, We propose to illustrate our thesis with a case report. 
ia he Patient was a kindergarten teacher in her late thirties who came for 
RE and treatment of an illness which, in the fourteen months preced- 
anxi er admission to the hospital, had become acute with pore 
me ty, frequent uncontrollable sobbing and a constant necessity to have y 
b mber of her family or a close friend by her side. Her anxiety wou! 
ome even more intense when she would leave her house or in situations 


ere she felt either “ d in” or insufficiently protected by her com- 
Pani either “hemmed 1 ted initially a diagnosis 


ofa © These clear-cut phobic symptoms sugges : 
Anxiety hysteria. However, further clinical study together with psycho- 


th 
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logical test findings brought out material which pointed to an underlying 
schizophrenic process, with a distinct paranoid flavor. She would con- 
stantly accuse her hospital doctor of tricking her in various ways and felt 
that both patients and staff members were purposely trying to make her 
feel inferior. When presented with a Thematic Apperception Test picture 
and asked to “make up a story”, she remarked: “I haven’t any idea who the 
woman could be in the doorway, unless it was an old friend of ours who 
lived down the road.” 

The crucial point of the patient’s illness could be quickly related to a few 
significant historical facts. She was the eldest daughter of a family of 
seventeen children and she began very early to take the role of a mother to 
the rest of the siblings, washing, ironing and sewing for all of them. She 
apparently dealt with her own needs “to be taken care of” and protect 
by denying them utterly even to herself, ministering instead to the needs of 
her brothers and sisters. Her mother rather bitterly and not too inaccu- 
rately regarded herself as a “reproductive machine” and the patient’s siste" 
commented ironically to the examiner that the father was usually away 
from the home for long periods and would come home to see the new baby 
and re-impregnate the mother. 

The patient thought of her childhood largely as a period in which sbe 
always had to explain to other children that she couldn’t go on a picnic or 
a hike because she had to wash or iron. She accepted this stoically, how- 
ever, and was usually not aware of much resentment of her mother’s seria 
pregnancies until her adolescence. At that time, the first evidences of het 
underlying feelings came in the form of a vague antipathy toward the u0- 
born children and some hostility toward her father. When she was broug 
in to see the thirteenth new baby she averted her head and would not eve? 
look at it for over a week. When finally she did consent to see this mos 
recent arrival she was overwhelmed with feelings of deepest tenderness 2? 
this child at once became her favorite. She was still sufficiently capable ° 
establishing an adequate defense against her intense hostility and envy 0 4 
protected “little ones” to turn her anger into its opposite. We can suppor á 
that it must have been especially difficult to maintain this defense of mate 
nal devotion in the face of the mother’s constant expressions of rage ss 
disgust at having so many children—and her statement that she WOU 
rather see her children dead than to have them endure an existence suc? 


hers. well 2 


However, the patient managed to keep a relative equilibrium, did : 
school and decided to prepare herself for a career as a kindergarten teat f 
a profession in which she would again directly assume a maternal role- vi 
never went very far from home and maintained an intense involvemen” a 

all of the atfairs of her brothers and sisters. When the patient was 1° 
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late teens, her mother died shortly after her seventeenth pregnancy, leaving 
the patient with the instruction that now it would be her job to see that the 
children were taken care of. This was only a short step for the patient; 
she assumed almost total responsibility, consulting with her father about 
financial details and mapping out the lives of her siblings, helping them 
choose professions and mates. 
Like many eldest sisters who assume this role, our patient might well 
Ve managed a fairly comfortable though narrow existence had it not been 
for the fact that at this time, a mis-mated man twenty-five years her senior 
began to take an active interest in her. As the principal of her school he 
Was necessarily with her frequently and in a position to help her. If one 
Were to construct a human laboratory situation in which the aim of the 
€xperiment was to demonstrate the breakdown of a reaction-formation 
against dependent needs, one could not devise a more effective set of cir- 
cumstances than were now provided by the patient’s association with this 
man. He showered her with extremely expensive gifts and offered his aid 
at every turn. He gave her the use of a car, gave her access to large sums 
5 money, provided her regularly with rare foods and drink and even found 
or her the most skilled beautician available in their small New England 
city. ` Although at first the patient assumed the role of protege, this gradu- 
ally developed into that of sexual partner. This latter, however, was at- 
tended by intense guilt and at the same time the patient's conflict regarding 
her dependence on this man began slowly to develop. She refused many of 
is offers of money and material objects and, after eight years of this associa- 


tion, made one great effort to get away from him by joining the Red Cross. 
me because during her brief service 
hough the acute 


Ceasion of a visit to her ‘favorite sister”, recently married, at whom it will 
he was born. At this time, 


ells so extreme that she had 
ed by a local psychiatrist. 
turn to work but broke down 


Again after a visit from this same sister and again had to be hospitalized. 


Š) $ nai 
rep. CNtinued in treatment but this time 


elerred t : he Fie 
y o the Menninger Sanitarium Py 
aoa : at home where she was 
reshly anxious by her lover. It had 


3 r t ist d 
Seg to the point where she felt she had to see see a ‘ he i 
Sundays and holidays—sometimes twice a day—a ; 


tn lone for a minute at a 
time. € of a full-time nurse who could not leave her a 
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It appears that over the years of association with the older man, her 
strict defenses against her own intense needs to be taken care of had gradu- 
ally been worn down, but not in an adaptive fashion. On the contrary, the 
conflict became more and more intense with each new gift or favor. She 
had a sense of being trapped and sometimes felt consciously that she had to 
refuse a specific gift lest she be enchained forever. She was in the constant 
dilemma of having to weigh the gratification afforded by his largess against 
the inevitable sense of further helplessness and dependence which his gifts 
produced. At the same time, she began to realize dimly the man’s extreme 
dependence on her, and in subtle ways “cracked the whip” over him. — 
appeared from her accounts and those of her sisters that her lover’s excessiV@ 
and sometimes even absurd generosity was his major and somewhat despet- 
ate technique for insuring emotional “returns.” By the time she came to 
the Sanitarium, her defenses had all but crumbled and she was literally 
behaving like a helpless terror-stricken child who could not even go to the 
dining-room unaccompanied and who, by her illness, now imperiously co™ 
manded the same kind of attention and care which she had had to give t° 
her many siblings almost all of her life. 

Although she tried when she first came to the Sanitarium to maintain ® 
facade of friendliness and accessibility, she was quite unable to discuss any 
of the details of her relationship with her lover nor her real feelings abo 
it. Questions aroused a distinctly paranoid reaction, with the patient 1- 
sisting, “That’s nobody’s business.” Although she had not become actu- 
ally psychotic, her acute anxiety and helplessness made expressive psyeh?” 
therapy of the sort used by her first therapist quite impossible. It was t° 
that, at least in the early phase of this treatment, a “psychological atmos: 
phere” of extreme security and yet permissiveness should be establishe 
and that an attempt should be made at first to meet the patient’s need for 
complete dependence rather than to attempt to give her immediate insig 
into its nature: in short, to let her be the “little girl” she had never been: 
After having tested her hypnotizability and having found her response fair, i 
good it was decided to use hypnosis as an auxiliary. The method use s 
hypnotizing her was of the sort described by Ferenczi? as “materna 
She was, in a sense “soothed” rather than “commanded.” No sugges 
were given that she change in any way nor that she produce repressed me j 
ories. She was simply told she could speak or behave as she wish 
Clearly, this “offer” of unqualified protection must have been & two-edg ‘ 
proposition for this patient, inasmuch as it represented, on the one ha ; 
security and permission to be completely dependent, and on the other han a 
a further threat to her by now almost vanished defenses against Suc? | B 
pendence. It was precisely on this point that her major conflict regar 
her lover hinged. 


tions 
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In this initial period, the patient was hypnotized daily and she proceeded 
to “pour forth” in an extremely emotional and almost incoherent fashion 
the content of her conflict. She would spend perhaps the first third or half 
of each session trying to convey the intensity of her sense of panic. She 
expressed her terror and feeling of helplessness over and over, much like a 
terrified child. Her voice at these times took on a “little-girl” quality, 
ranging from a whimper to wild-sobbing. She would perspire profusely and 
talk in great detail of the smallest bodily discomforts, much as a child pre- 
sents a bruise as his “ticket” for the unqualified love and attention of an 
adult. Sometimes she would speak in a cryptic and highly symbolic fashion 
Saying for example that her hand was curled like a cup and that this meant 
She was a blind person begging for pennies or that her feet were like great 
chunks of ice—meaning she was frightened. At other times she would be- 
“a va “act out”, while lying on the couch in hypnosis, her intense conflict 
ke arding her relationship with her lover. For example, on one occasion, 

© felt as if her hands were of themselves rising into the air and waving. 

€n she was questioned about this, she said it meant her wish to wave 
by eto him. During another session, she began to finger the rings he 
Je given her and finally (though still in hypnosis) flung them across the 
p m, asking the therapist to take charge of them. Although it might ap- 
ar that these symbolic productions and her impulsive behavior during the 
petic sessions were simply the usual signs of & schizophrenio process: 

S assumption was not borne out by her normal state productions an 

Shavior, At no time other than in the hypnotic sessions did she express 


“Self symbolically or show so little restraint. 
th ter several ee at confessed with much embarrassment that z 
0} last three years shé had been carrying in her purse à tiny bottle of wa’ a 
it 4, © used “in case I should get awfully thirsty” and that she had broug! t 
this. Bive to the therapist to keep. She had never actually a any a 
ap Water which she carried in a nail-polish pottle, marked a ine 
drag tently regarded it as a kind of magic talisman to ward off eee 
a “aes Possibility of suddenly finding hers 


ostil A i ies” ld be EA 
h e world where no “supplies” wou A ae vet i maintain 


the q? Wês as if she were trying in this period to lover 
the therapist the rol of eon er of the supp and to thus establish with 
a : f endent relationship which she 


erapi k : 
hag Pst the same kind of tyranically ca me re vat the hypnotic Te- 


lations ü her lover. There can be little quesi 

Herę > ncouraged this. blish this hos- 
R e agaj ë ffort to esta! 
tile and gain, however, it became clear = EE eat fear and guilt. Even 


demanding dependence was atten 
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during the hypnotic interviews, the therapist discussed this conflict with the 
patient and she began to develop insight which was at first quite evanescent 
but which was gradually more steadily accepted. As she began to have 
occasional days when her intense anxiety was somewhat diminished she 
wanted to leave the grounds for shopping-trips or outings but felt terrified 
of riding in a bus or even a taxicab where she felt acutely dependent on the 
driver, and enraged and humiliated by this dependence. It occurred to one 
of the authors (R.P.K.) that a possible “boost” to the patient’s attempt to 
reach beyond her “little-girl” helplessness and terror of public conveyances 
might be provided in the form of a “transitional” vehicle: a bicycle. This 
idea delighted the patient and was one of the first steps in her period of 
“weaning” from the infantile, unrestrained first phase of the treatment- 
The subsequent steps in this “weaning process” were not nearly so enthu- 
siastically accepted by the patient. 

When the material elicited in the hypnotic interviews became highly repe- 
titious and when it appeared from the daily record that her “panics” 12 
these sessions were not quite in keeping with her by now more realistic and 
adult behavior in her everyday contacts, the decision was made that the 
hypnosis be withdrawn gradually. Whereas it had been necessary at the 
outset to provide a secure and permissive atmosphere in which “anything 
goes”, it now seemed that she had progressed sufficiently for the attempt tO 
be made to renew to some extent her old defenses against her intense wis h 
to be the “helpless one.” The continuance of the hypnotic relationship ® 
this point could serve only to deter this re-construction inasmuch as ! 
offered the constant temptation to give in to her passive wishes and to pet 
petuate precisely the same conflict in relation to the therapist that she ha! 
had with her lover. The situation resembled that in which a hurt chil 
continues to sob piteously in the presence of a sympathetic adult long after 
the initial pain has somewhat subsided, as a means of exploiting his orig! 
nally genuine anguish, to the end of extracting more demonstrations of love 
and attention. 

Her first reaction to the withdrawal of hypnosis was to go into spon!” 
ous hypnotic states and to continue with her previous whimpering and oe 
plaintiveness; she would do this even when the therapist stated explicit J 
that at this point of the treatment, she was to simply talk in the ee x 
state. The wish to retreat and to abdicate responsibility was dramatica 3 
demonstrated by these self-induced hypnoses. However, as the therapi 
continued to discuss with her first in the hypnotic sessions and later 1m on 
to-face interviews what it was that she was trying to do, the self-induc 
hypnoses gradually ceased and the patient was able, at least a part p to 
time, to discuss her conflicts quite directly. She improved sufficiently 
take a part-time job and was progressing well until her father died. 


tane 
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she f È 
ee oie ae meny anxious, although not so severely as 
Was continued with the ai e hospital. Psychotherapy in the normal state 

eico plsive-def eaim of helping the patient to revive and consolidate 
dependence pS z enses against her intense infantile longing for complete 
of anxiety be , e patient steadily improved but still had strong flurries 
further e before her treatment hour. It was felt at this point that 
rection a eroa like continued hypnosis would operate in a di- 
therapist a a the therapeutic aims at that time and both patient and 
tinuing om that the experiment be tried of her going home and con- 

The oy eee psychotherapy at home. 

een in the S ound that her anxiety at home now was even less than it had 
not able to anita and her freedom of movement far greater. She was 
and largel carry a responsible position, but was able to drive her own car 
same on, etek the house for herself and one of her sisters. At the 
invited mes he became extremely interested in skilled needle-point and was 
Could mas a partner in a handwork shop. It appeared that she 
confronted ze her own resources more effectively at this point, when not 
ìt most, ror the temptation of depending on the therapist. She found 
managed t cult to establish a new equilibrium with her former lover but has 
telationship remain very friendly with him without resuming their sexual 
oe its patient is not yet 2 really well person, her family gratefully 

Ta er present status with her frenzied sobbing and clinging before 
tan 3 treated. Here, as always in research on psychotherapy, one cer- 
lt might not have been achieved by 
both authors were convinced that the 
s treatment (and its 
tive contribution. 
hypnosis is tried 


Uvan A 
t use of hypnosis in the initial phase of thi 
an important posi 


t in all cases where 
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Sepay t 
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lts 
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In our case report, we have described a border-line psychotic patient 
whose central conflict lay in her struggle to maintain compulsive defenses 
against an intense wish to be dependent. It was shown that, whereas at 
the outset of therapy, when the patient was overwhelmed with acute 
anxiety, hypnosis could be used as a valuable adjuvant to provide the neces- 
sary sense of protection and security, its continued use was contraindi- 
cated when after a certain point it appeared to be a deterrent to the re- 
building of the patient’s defenses. 
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SOME CLINICAL ILLUSTRATIONS OF FREUD’S ANALYSIS 
OF THE UNCANNY 


By MARTIN GROTJAHN, M.D.* 


Sa in a while every analyst feels compelled to apply psychoanalysis not 
only to problems of theory, psychoanalytic technique or medical research, 
ut to everyday, or almost everyday, occurrences. While this often may 


appear to be a pastime, actually it serves an important scientific purpose; 


it is a combination of intuition (without which psychoanalysis could not 
d knowledge. As 


ae and progress) with actual psychoanalytic science an 
ped Freud’s work has shown, the analysis of everyday psychopathol- 
gy may help to clarify fundamental issues within the framework of 


er phenomenon of feeling uncanny has been made relatively frequently 
sS object of analytic investigation. After Sigmund Freud’s* original pub- 
aes in 1919,. other authors have contributed, for instance Theodore 
a in his book, Surprise and the Psychoanalyst; Ernest Jones in The 

ighħimare and Otto Rank’ in The Double. Edmund Bergler? made the un- 


ae the subject of a special paper. 

he fundamental work was done by Sigmund Freud, who defined the 

feanny as a shocklike experience originating in the re-experiencing of some- 
g originally well known but later repressed. As an example, Freud 

quoted the uncanny feeling produced by many of the stories written by 


: T. A. Hoffman. According to Freud, the uncanny is one form of 
epressed. The uncanny sensation is 


should have remained unconscious is 


ae e a distinct difference between the uncanny a6 experienced in reality, 
est; the uncanny as produced in literary art. In the latter, a regression is 
ablished to the time before reality testing was established. 

a following experience which he felt with 
D i - on his way home one early evening, he 

he ot old lady whom he knew through her son. When he asked about 

E ONE wellbeing, she answered in grief “He is dead. 

„° Patient was shocked, mumbled some wo 


S Way. i 
onl A n at the next comer. obvi 
Boo » only to run into the 50 front Fl with a ghost, and felt 


d health 
i . He felt as though he were co! e l 
Mtense sensation of the uncanny- his feeling was easily dispelled 


3 
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through the subsequent explanation: “As far as my mother is concerned, I 
am dead, because I married a woman of a different religion.” 

The analysis showed that the incident suddenly and shockingly activated 
in the patient the old and long repressed childhood belief that there are 
ghosts, that it is possible to meet dead people on the street. The old child- 
hood belief in magic-mystic ways of thinking seemed to be verified by 
reality. Because of the suddenness of this recognition, the feeling of the 
uncanny is related to a shock. The shock is the sudden recognition of a0 
old childhood trauma coming true. The difference is the degree of anxiety 
felt in both emotions. In shock, the repressed trauma or threat is repeated; 
as, for instance, on the battlefield, where an old castration threat suddenly 
becomes very real and true. The anxiety in the uncanny is more remote 
and indirect. 


Another patient reported the following incident: at a party, the topic of. 


mind-reading was discussed. Someone claimed that he could read the 
host’s mind. The host took twelve table cards, each with the name of a 
guest on it, and concentrated on them. The names were not visible to the 
“mind-reader.” Ten out of twelve times the “mind-reader” could correctly 
announce the names on the different cards; he made a mistake only whe? 
his own name came up. At the steadily increasing number of correct 
answers, the patient felt a mounting, tense sensation of the uncanny- His 
feeling dissolved with the discovery of what had happened: due to bis 
intimate knowledge of all persons involved, the “mind-reader’” was able t0 
interpret the host’s facial expression which gave him subliminal cues. The 
host showed on his face of whom he was thinking, a usually unnoticeable 
process, which, however, was perceived by the “mind-reader.” ` 

Here again analysis showed that an old and repressed childhood belief 
in magic-mystic thinking, this time, Mind-reading does exist, was sudden! 
re-experienced. The child assumes, and frequently seems justified ™ 
doing so, that the grown-up can read his mind, his bad thoughts, and know 
about his secrets and (masturbatory) habits. 

The feeling of the uncanny, in a different setting, was described by * 
medical officer who was called from his room to a ward at the other end sa 
spread-out hospital. To get there at night he had to use a mile-long corr 
dor, which was absolutely dark. He started out with some concern abo ; 
the loss of time in case he should have to walk slowly. Soon he found a 
self actually losing the sense of his bodily self. At first this experience ee 
slightly amusing, then it became uncanny; he felt his ego “Jocalized” 1D th 
plantar part of his feet, and there was no outer world left. What he SE 
feared as a child, that the “soul” could leave the body, he suddenly recog 
nized as becoming true; again an old childhood belief became conscious #° 
a short period of time. 


ss 
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As far as the psychopathology of the uncanny is concerned, it is known 
that compulsive neurotics have a sense of feeling the uncanny in situations 
where it would hardly be recognized by those further removed from the 
magic thinking of childhood. Schizophrenic patients often experience the 
feeling of the uncanny with panicky intensity where no apparent reason for 
this can be detected. A young schizophrenic soldier said, “The attendant 
came to the bed next to mine and straightened it out. This made me feel 


» The uncanniness of this situation becomes under- 


extremely uncanny. 
standable in terms of psychodynamics, only when it is understood in its 
tient stated 


ay mbolic meaning. During his treatment, the schizophrenic pa 
quite frankly that he, in his regressive state of symbolization, interpreted 
the behavior of the attendant, so harmless to the rational observer, as 2 
homosexual gesture of seduction. Being aware of his “symbols coming to 
life,” he actually experienced for 2 moment a crucial upsurge of his psycho- 
` sis: the breaking through of the unconscious, which is usually the most 
uncanny experience of all. In my paper, “Laughter in Dreams,” it was 
shown that, just as in the schizophrenic’s reaction, the reason for the laugh- 
ter is not obvious but can be understood only after the interpretation of the 
sy mbolization. Then, in the unconscious, the mechanisms are identical 
With the dynamies on a conscious level. ; 
The uncanny feeling is experienced when suddenly an old childhood belief 
of the magic-mystie world of thinking appears to become real. The return 
of the repressed, of something that had been known once and should remain 
unknown, is like the sudden reappearance of an old acquaintance who is not 
Welcome but cannot be warded off. The phenomenon of surprise 1S similar 
in its psychodynamics: surprise is the sudden recognition of an old child- 
hood expectation which underwent repression. Of the many examples that 
Could well illustrate that even in the moment of greatest surprise only a 
thing that has for long, but unconsciously, been expected is recognized, I 


Shall report only one here- 


patient took a trip half across the continer he w 
nely beach on one of the Great Lakes, he decided to go swimming. In 


le Water he had the comforting f eeling of being alone which suited his mood, 
When he saw a head popping uP and down in the water. Upon swimming 
Closer, he recognized the swimmer, with immense surprise, as an old friend 
Whom he had last seen ten years before on the other side of the ocean. An 
ld childhood expectation: You cannot be separated from your friends forever 


—there will be a “see you again” always, suddenly came true. The sudden- 

Ress ig important because it makes the breaking through of theunconscious 

SO overwhelming. A slow realization usually succeeds in keeping defense 
ane dangered. 


bars. a eee 
“riers intact and rational thinking is not engar 4 
n a similar way, a shock is the sudden recognition of an old and repressed 
? 


tinent and while he was on a 
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childhood trauma or threat coming true. Probably the first laughter 23 
pears when the infant is “shocked” or startled by a sudden noise or ae 
ening movement of an adult; the infant is all set to react with fear an 
suddenly realizes that it was all in fun. He then discharges his poe 
energy in laughter. The laughter occurs where the situation of a shoc al 
given but where the harmlessness of the threat is suddenly recogni 
This interpretation, of course, covers only one aspect of the Comic. d 

For the sake of completeness, one more phenomenon may be mention n 
although its complexity makes a deeper analysis impossible here: the oe E 
liar sensation called “deja-vu” carries with it very clearly a mild umda A 
rent of the uncanny. It is quite generally felt with little emotion E. i 
goes back to a sudden recognition of a real situation prior to the ae. 
the childhood amnesia. This recollection is usually related to the bi ts 
reality situation; often, however, the analysis shows the connecting lin 
the deeper layers of the unconscious. ; oh 

There is one emotion which shows to what power and intensity F 
recognition of old childhood impressions may lead if reactivated. In E 
case of fascination, an old childhood ideal or love object (or its represen d 
tive) is suddenly rediscovered and deeply felt. It shows that the world a 
childhood experience never dies. This was a world rich in wonder and Ba 
prise; no matter how carefully it is repressed, it still forms the true orig” 
and basis for the “Creative Unconscious”, 
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THE STRANGE CASE OF WILHELM REICH 


By MILDRED EDIE BRADY 


As far as the editors can determine, the following article by Mildred Edie Brady 


reprinted from the New Republic of May 26, 1947, with the permission of the editors 
and the author, is a valid presentation of “The Strange Case of Wilhelm Reich.” 
In view of the fact that the author of the article suggested that members of the 
Medical profession had not themselves made sufficient effort to warn the public of 
their non-approval of Mr. Reich, the editors of the Bulletin decided to reprint her 
article for the benefit of our readers. Inthe middle and late 1920’s, Reich made some 
important contributions to the theory of psychoanalysis in his numerous papers 
and book on character analysis. He was expelled from the International Psycho- 
analytic Association in 1934 because of his complete ideological departure. At the 
ee time his political activities, a5 described in the following article, had brought 
im into sharp conflict with all political parties, including the Nazis, the Socialists, 
and the Communists. 
£ The review by Jules H. Masserman of Reich’s latest edition of Character, Analysis, 
in Psychosomatic Medicine! is not an official repudiation of Reich by psychoanalysts. 
hen an individual leaves a scientific field of endeavor, it is hardly customary and 
T rtainly unnecessary that workers in the original field should be expected to state 
aeir opinions publicly. His present interests, theories and practice involving the 
orgastic potency theory and the discovery of orgone have nothing to do with psycho- 


Analysis and are not accepted as such by any of the leaders in psychoanalysis today. 
The Editors 


The psychoanalysis who are assembled in New York this week for the 


annual meeting df the American Psychiatric Association have reason to 
Congratulate themselves on the flourishing state of their profession. d But 
ey are faced with some problems, t00, and the most pressing of these is the 


Tesponsibility of their profession to discipline itself if it is not be be dis- 


“plined by the state. 
The fact that there are still no legal controls over the practice of psycho- 
sis is one that is rarely mentioned in the huge literature dealing with 
s 1s fascinating field of medicine. Meanwhile, a flood of uncritical popu- 
izations of psychoanalytic concepts has been sweeping over the public via 
Pooks, magazines, movies and radio. And the readiness of laymen to 
accept almost anny doctrine claiming to be based on psychoanalysis is illus- 
aoe by the story of Wilhelm Reich, around whose theories there has al- 
Y be cult of no little influence. ALE 
th orn Se eae ai a resident of Forest Hills, Long ue wee is 
ee of the theory of “orgastic potenoy. Hecno iai greatest 
c achie the discovery of “orgone. ; i 
Tgone, O a ce sexual orgasm, js, according to Reich, a cosmic 


Ñ 
Psychosomatic Medicine, 8: 73-74; January, 1946. 
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energy. It is, in fact, the cosmic energy. Reich has not only discovered 
it; he has seen it, demonstrated it and named a town—Orgonon, Maine— 
after it. Here he builds accumulators of it which are rented out to patients, 
who presumably derive “orgastic potency” from it. 3 
Most psychoanalysts look askance at Reich’s teachings, yet many of his 
writings have been discussed in such high places as the Journal of the Amer 
can Medical Association and the American Journal of Psychiatry, where p 
standing in the field of psychoanalytical theory is granted, though his 0r- 
gone isnot. You will also find him listed in American Men of Science, 9P 
you will find his orgone there, too. Only one scientific journal, Psy alae 
matic Medicine, has so far come out strongly against Reich; it characte! 
ized his writings about orgone as “a surrealistic creation.” Pi 
In the lay press, meanwhile, Reich has received almost entirely uncritic? 
attention. The magazine Politics has carried enthusiastic accounts of i 
social and sexual theories. The Nation reviewed his latest book with pra®* 
Even that stern journal of dialectical materialism, Science and Society, p n 
recommended him in its pages. Popularized psychoanalytical books li 3 
Modern Woman: The Lost Sex have quoted generously from him. Avan 
garde publications like Pacifica Views (San Francisco), Now (London) ar 
Hermes (Sydney, Australia) have taken up his theories in earnest. : 
growing group of anarchistically inclined literati on both sides of the 
tic read him with fervor. Reich’s books have been assigned in university 
seminars for serious consideration and his orgone cult has spread s0 far th sS 
at a camp in New York State last summer it took the doctor’s strict a 
to keep the camp director from furnishing orgone accumulators for the bo) k 
Today Reich runs a considerable establishment in his two-story ae 
house in Forest Hills, and he has more patients than he can take cane 
As you climb the stairs to his second-floor office, youfind pictures of st E 
nebulae along the walls. You find Reich to be a heavy-set, ruddy, pior k- 
haired man of 50, wearing a long white coat and sitting at a huge = t 
Between periods of training students in his theories and putting pane 
into orgone accumulators, he will tell you how unutterably rotten is W 
underlying character of the average individual walking the streets, aP ail 
in the room across the hall where he works on his patients, he pee* gn 
their presentable surfaces to expose the corrupted “second layer” of boy 
personality. For the masses of the people, says Reich, “are endemic? 
neurotic and sexually sick.” 
Reich has come a long way since his early days in Vienna. In th e 
nineteen twenties, when he himself was also in his twenties, he was 2 mwas 
ber of a group of psychoanalysts who met monthly with Freud, an a : 
for six years the director of the Vienna Seminar for Psychoanalytic Ther 
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In those years he was known as a courageous pioneer in therapeutic tech- 
niques. 

Two things about psychoanalysis and psychoanalysts bothered him. In 
the first place, it seemed to him that psychoanalysts were not facing up to 
their social responsibilities—responsibilities all too clearly implied in their 
theories, particularly those dealing with the sexual etiology of neuroses and 
infantile sexuality. And second, he did not feel that they were really 
shouldering their scientific responsibilities. Freud had said that psycho- 
analysis would one day have to be rooted in biology, yet here were the 
analysts spinning a gigantic web of explanations and giving very little time 
to an objectively demonstrable basis for their assumptions. 

So Wilhelm Reich dedicated his energies to filling these two gaps—the 
social and the scientific. As step number one in the first, he joined the 
Socialist Party of Austria and began to organize “sex-political” units within 
that organization. The program for these units, which he described as 

Sex-economics,” was based on his own chief contribution to psychoanalyti- 
cal theory up to that time. 

That contribution is known in the literature as the orgasm theory. 

riefly, the orgasm theory is this: 

Until Reich, says Reich, it had been naively assumed by nearly everybody 
that the sexual orgasm was nothing more than a tricky bit of sugar coating 
devised by Mother Nature to make sure that the race survived. Even the 
analysts, for all their probing into sexual behavior, had strangely overlooked 

S most significant sexual experience. But Reich centered his attention 
Precisely here and came out with what he terms an answer to a big and 

Othersome theoretical question: to wit, where did the emotional energy 
Come from which was abortively expressed in neurotic behavior? It had 
already been assumed that it was sexual energy- But how did it happen to 
Seek non-sexual channels for expression? The orgasm gave the clue. The 
function of the orgasm, said Reich, was far more important than a lure to 
Procreation. That was simply a sideline use. The real function was to 
Telease sexual tension built up by sexual energy- And since, according to 
accepted psychoanalytical theory, sexual energy was basic energy, the 
P Bam hence became the body’s emotional-energy regulator. Sex econom- 

cs is the economy of instinctual urges. , ; 

When some ake pointed out that they had dealt with neuroties who 
did experience the orgasm but stayed neurotic all the same, Reich’s come- 
back was: What kind? For he also stipulated that unless the orgasm was 
adequate to the tension, obviously some energy WS not released, and this 


Unspent energy provided the emotional fuel for anxiety, which he defined as 


€ reverse side of the coin—sexuality. The capacity to experience a re- 
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lease in the orgasm equal to the sexual tension, Reich called orgastic 
otency. 
: KERM to Reich, though, only a very few individuals were wea 
with orgastic potency. Society’s general anti-sexual attitude, Me Ps, 
morality, legally enforced monogamy and family pressures on behalf o M he 
marital chastity had so inhibited man’s natural sexuality that most 0 | 
world was now peopled, said Reich, with orgastic cripples. 46 
The burden of reshaping society toward sexuality and the aera: a, 
orgastic potency he placed, at that time, on the Socialist Party of its were 
But the party was unequal to the task. Reich’s sex-political uni : thers 
needless to say, quite popular. So popular, in fact, that the party ! p and 
began to feel that sex economics was sabotaging Marxian econ S a 
draining off enthusiasm from such problems as the relationship be 
capital investment and the rate of wages. alysis 
‘So the upshot of this first attempt of Reich’s to make psychoan®) 
socially responsible was that in 1930 the Socialist Party relieved him an! 
sex-political units of their party membership. od 
But he was no easy man to daunt. He went to Berlin to join the Germ 
Communist Party and began again to organize sex-political units. 
for the disciplined ranks of the Communists, however, the lure of his f 
ings proved too strong. And 80, according to Reich’s own acoou SRA 
orders from Moscow his theories were condemned as “un-Marxist rub 
and “bourgeois ideology” and he was kicked out of the party. well 
Meanwhile, he had been running into trouble on the scientific end a5 A 
Freud himself saw fit to take issue with him, and in 1934 Reich was exP 
from the International Psychoanalytical Association. -adi not 
Hitler having come to power in the meantime, Reich found hims? ng © 
only out of his scientific fraternity but also out of Germany. Pe 
Denmark, he set up as a teacher and one of his followers ran for the a A 
Riksdag on a sex-political platform that again made Reich the ce? ip 
attack. The Socialist and Communist Parties in particular accuse ewe 
of corrupting Danish youth with decadent German sexology. S002” to 
denied a renewal of his Danish visa, So he moved on to Sweden—® 
run into visa trouble there, too. > pye” 
The next step took him to Oslo, where for three comparatively quie rap 
he taught and experimented. With electrodes, amplifiers, oscillog o 9 
and all manner of impressive paraphernalia he measured electrical res?‘ ed 
on erogenous skin surfaces under sexual excitement. In 1937 he PY fs yet 
a paper on some of his findings. He hadn’t quite got hold of oren pe 
but he was close: he had discovered something he called bions. By ut of 
said, were a form of primitive life that had developed spontaneously 
non-living matter. jcal so 
With that paper on bions the fireworks were set off again. Phys 
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entists termed both bions and the experiments which he claimed had led to 
their discovery as utter scientific nonsense. Then the leading liberal paper, 
Tidens Tegn, launched a campaign against him which was joined by scien- 
tists and other newspapers, and this led to a royal decree to the effect that 
anybody practicing psychoanalysis in Norway would have to have a special 
license from the government. 

So, in May, 1939, Wilhelm Reich dismantled his whole biophysical lab- 
oratory, said farewell to his European co-workers in sex economics and 
headed across the Atlantic. 

When he arrived in the USA, he was quite a puzzle to the FBI. As late 
as December, 1941, he was taken out to Ellis Island for three weeks of fur- 
ther investigation. But Reich had long since given up communism. 
More than that, he had damned Russia in a book, The Sexual Revolution. 
Stalin, according to it, is anti-sex. Russia today is “sex-reactionary,” and 
to Reich this means fascist. The evidence: Russia’s strict divorce laws, 
her laws against abortion, her abandonment of co-education in secondary 
Schools and her official encouragement of large families. 

Except for the FBI’s confusion, Reich’s reception here was cordial. He 
taught at the New York School for Social Research for two years and he 
Managed to amass enough funds to launch his publishing activities. Soon 
he was able to announce his discovery of orgone. 

In both his International Journal of Sex-Economy and Orgone Research 
and his book, The Function of the Orgasm, the romance of orgone is spelled 
out in polysyllabie detail. Aside from being the cosmic energy, it is do- 
Seribed as being blue in color and a treatment for cancer. It has many 
Other remarkable qualities, t00- In the first place, says Reich, it is every- 


Where. It is measurable (the unit is an Org). It can be seen with the 


naked eye. It emanates from the sun. It accounts for the blue of the sky. 


It kills rot germs. It is in all plant and animal organisms. Both St. 

Imo’s Fire and the bluish formations astronomers have observed during a 
Period of increased sunspot activity are simply manifestations of orgone 
nergy. All red corpuscles are charged with it. So is plant chlorophyll. 
All gonadal cells, protozoa and cancer cells consist of these “bluish energy 


Vesicles.” The bluish coloration of frogs in sexua l excitement, which many 
A a : cc 4 
lologists, says Reich, have observed, is nothing other than “orgonotic 


excitation.” 

tr But its most astounding property is that it can 

epn if you know how, and Reich says he does. 
cumulators which he rents out to his patients. 

aa orgone accumulator is a six-sided pox big enough for a man to get 

into and made out of metal on the inside and of wood, or some other organic 

fi aterial, on the outside. The organic ably absorbs orgone 


material presum: 0 
rom the air. The orgone then seeps through the metal, thus stepping up 


be collected and concen- 
He has fashioned orgone 
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the orgone concentration inside the box. Why it doesn’t seep right out 
again is a mystery that has bothered Reich considerably, and he has not 
yet solved it. 

With orgone Reich has combined in a magical package a group of ideas 
that resemble both mesmerism and phrenology and has welded the whole 
together with a persuasive amalgam of psychoanalytical concepts. Accord- 
ing to Reich, every living thing is surrounded by a field of orgone which 
keeps it charged with living energy. The sexual orgasm in the human body, 
or the cell division in the protozoa, is the agency for the release of this orgo- 
notic charge which, after discharge, builds up again and thus establishes 
what Reich describes as the basic, pulsating life rhythm of “charge-tension- 
discharge-release.” But when there is inadequate release in the orgasm, 
the core of the body is kept in tension. 

Psychically, says Reich, the “orgastic impotent” is one who is in a state 
of tension like that of “a bladder about to burst.” Pressured by this inne" 
misery, he develops a “character armor” to hold in this tension—therebY 
succeeding only in making matters worse for himself. In this state of oute! 
rigidity (expressed in muscular tensions) and inner anxiety he becomes 
“sadistic,” “masochistic,” “anti-Semitic,” ‘fascistic,” “reactionary, 
“hateful,” “submissive,” “authoritarian,” “greedy,” “power-motivated” 
and “perverse.” His best hope of achieving mental health and decent 
social behavior is for him to relax the “character armor” and give himself # 
chance at a good orgasm. 

Here’s where the orgone accumulator comes in. It is a kind of cruth t0 
tide over the depleted tissue until the therapist has time to work on ee 
“character armor” to release the outer rigidities. This phase of Reich's 


therapy is reminiscent of phrenology. But Reich does more than read the 


“muscular armoring” by touch. He works on it manually, and chases 
tension spasms up and down his patient’s body—from face to neck, from 
neck to thorax, from abdomen to thigh, until finally the tension gives ma 
and waves of repressed anxiety are released and break out all over the sub; 
ject in startling fashion. This technique, which he calls “vegetotheraPy? 
is described in detail in his journal, with harrowing reports of intimate 
physical responses on the part of patients. d 
With the discovery of orgone, the orgasm theory became, for Reich an 
his followers, a demonstrable corroboration of the work of Freud. But 2° 
the Reichites go far beyond Freud and declare that orgastic impotence 
primary cause of cancer, all neuroses, all psychoses, impotence, frigidi 
perversions, cardiovascular hypertension, hyperthyroidism, constipatio?? 
hemorrhoids, epilepsy, peptic ulcer, obesity, narcotic addiction, alcoholis 
and the common cold. P 
It would certainly not be fair to lay the whole blame for the growin 
Reich cult at the door of psychoanalysis itself. But some of it must 
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placed just there. The reputable analysts who have quoted him as an 
authority will tell you that they do not hold with orgone, and that Reich 
is now discredited among them. But as late as 1945, Otto Fenichel, in the 
course of his The Psychoanalytic Theory of Neurosis, granted Reich con- 
siderable standing, and not a few analysts declare that this book of Feni- 
chel’s is “the current bible of the American Psychoanalytic Association.” 
To be sure, Reich himself does not belong to the Association. But no 
Member of the Association has taken pains to make public the current 
Professional evaluation of Reich’s work. Undoubtedly, like members of 
any other profession, psychoanalysts on principle wish to avoid attacking 
One’ of their number even though they disapprove of him. But behind the: 
analysts’ reticence there may well lie something more significant than 
Professional courtesy. Any open discussion of Reich inevitably leads to a 
iscussion of the chaotic professional and legal status of this whole fast- 
Stowing branch of medicine. 
Ttisa singular fact that in most states druggists, plumb: 
ressers have to have a license to practise their skills, while anybody can 
call himself a psychoanalyst, hang out a shingle and take patients. Of 
aig. a psychoanalyst who is not an M.D. is—like anybody else—pro- 
“bited from practising medicine. But so long as he sticks to the patient’s 
a Magious conflicts and only listens or talks, the amateur analyst is within 
e law. 
The case of Wilhelm Reich, however, points up & matter that is an even 
eater problem to psychoanalysis than the legal laxness which allows 
Wopractors, swamis, spiritualists, etc- to give so-called analytic aid. 
a sore the qualifications for a license for psychoanalysts can be drawn up, 
Th finition of the practice is necessary- But whose definition is on 
eee a ee oaa or that of any one of the 
the simplest solution would be to take the current standards of the Amer- 
high Piy choanalytic Association and write them into the pi: ae a 
ing, ay bey require medical training, hospital experience, ana ytic eae 
ees etc. But these standards were only adopted within the associatio 
$ 1938; if they became legal requirements, & considerable number of ana- 
Ki Who joined the association before 1938 would be forced out of their 
Olession, 
The o j : i 7 ined analysts have been able 
Lond AL on wie a ee i on is the old one of publicity. 
practitioner, they say. But 


i 6 i se 
ll for more hearty cooper: ation from O; 
on would appear to call tor th 


"amending i iven in the past. 

i g it than has been given in the p : 
ca Shows how unreliable a reed publicity can be when it, alone, must 
TY the burden of public protection. 
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THE INTERNATIONAL CONGRESS ON MENTAL HEALTH 


London, August 11-21, 1948 


The International Congress on Mental Health to be held in London next 
summer has been planned to bring together professional workers in the field 
of psychiatry and mental health and allied disciplines from many nations t0 
begin cooperative mental health planning on a world scale. Representa 
tives from thirty-seven nations have already indicated their intention to 
be present. These include psychiatrists and other social scientists from 
not only North and South America, Asia and Western Europe but also the 
Eastern European countries of Bulgaria, Roumania, Hungary and Czecho- 
slovakia. t 

Dr. John R. Rees, who was chief psychiatric consultant to the British 
Army during the war, heads the group of co-workers in London who are pre- 
paring for the Congress, and Dr. Frank Fremont-Smith, Medical Diret 
of the Josiah Macy, Jr. Foundation of New York, is directing the work 0 
preliminary organization in this country. 

Instead of individual presentations, the program will consist mainly of the 
reports of numerous discussion groups which are being established in the 
various participating countries and which will be made up of representatives 
of several professions, such as psychiatry, social work, psychology, P® “7 
atrics, anthropology, nursing and education. In the plan of organizatio” 
for these groups, the United States is divided into five regions with a sa 
man for each. These are: northeast region, Miss Marian McBee, pee 
York; southeast region, Dr. George H. Preston, Baltimore; central north 
west, Dr. Leo H. Bartemeier, Detroit; central southwest, Dr. Lewis 
Robbins, Topeka; far west, Dr. Martha MacDonald, Palo Alto, ae 
Similar efforts to enlist qualified people interested in social welfare will b? 
made in other countries. 5 

The International Committee for Mental Hygiene, one of the sponsor” 
of the Congress, has proposed the formation of a World Federation” of 
Mental Health to replace the present Committee and the organizatio = e 
this World Federation with elected delegates from many countries wi 
one of the tasks of the Congress. The Federation would then apP y o 
UNESCO and the World Health Organization of the United Natio, jg 
recognition as the official international voluntary organization in the fe 
of mental health. 93 

High hopes are held for the Congress of which Dr. Fremont-Smith ee 
said, “For the first time psychiatrists in company with representative” j 
all the other social sciences from all over the world are pooling their kn? 6 
edge in a common effort to promote harmonious living among 2 peo? 
which is an essential basis for world peace.” 
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BOOK REVIEW 


Hypnotherapy. By Margaret Brenman and Merton M. Gill. Price $4.50. 
P. 276. New York, International University Press, 1947. 


n a title of Dr. Brenman’s and Dr. Gill’s volume, Hypnotherapy—Survey 
e Literature, gives no indication of the vast amount. of original work 
t B authors have included in the book. The book is, in the opinion of 
k reviewer, one of the most highly significant works available today on 
lead theory and practice. In addition to its other virtues, it is ex- 
whieey well-organized and well-written. The first portion of the book 
Four ase originally published in monograph form by the Josiah Macy, Ji. 
more leniti in 1944 benefits by the reprinting, the type being larger and 
e. 


Chapter one includes a short review of the historical development of hyp- 
to the reader; however, 
Chapter 


req I 
ten to produce so succinct an accoun 
apeutic methods. Chapter five contain 


orie: ; bs nys 
S q r| z a 
Problems. hypnosis, while Chapter sex 1s a summary 


a ts second section of the book contains four case studies. These are 
aluable addition to the original monograph, indicating the application 
d ro PRoanalytic principles to patients suffering from a variety of syn- 

es. The psychodynamic material here is as fascinating as it 1s 1m- 


Structiye, 

The fi i i i ly by Dr. Brenman 
(0) nal section of the book is an experimental study by UT.” 
do fie te jin a study of tension systems. This report 


€ use of } i is 

adds of hypnotic technics i 

Sat to the accumulating evidence that hypnosis CO 
ant method for the study of personality functioning. 

i This book is an extremely valuable text for the psychiatric worker and 


8 Merits ¢ : : 
he highest commendation. _tewis R. Wolberg, M. a 


nstitutes a most 1m- 
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BOOK NOTICES 


The Proceedings of the Third Psychotherapy Council. Pp. 176. Chicago 
Institute for Psychoanalysis, 1946. io f z 5 
The book’s rather business like title does not do justice to its stimulating 

rich and controversial content. The reader is acquainted with the bip 

cussions of the third meeting of a group of therapists—under the leadom a 

of Dr. Franz Alexander—who are interested in the improvement of t a 

peutic techniques. The first paper by Alexander describes the treaty E 

of “A Case of Peptic Ulcer and Personality Disorder” while the secon Bo 

by Dr. Adelaide M. Johnson deals with “A Case of Migraine. 0 

authors stress the characterological aspects rather than the symptoms: sad 
It is interesting to note that the original stress on brief therapy as oppo; 

to standard analysis has given way to more modest and realistic ¢ aaa 

towards a more flexible approach. The brilliant discussions of these 

papers touch on almost every controversial subject in relation to therapi ’ 

and one is impressed by the general awareness that the efforts towards a i 

and better methods represent also a social reaction to the increase a 

and demands of the war and post war era. The third part of the boo. 

symposium on “The Psychiatric Out-Patient Clinic of the Future”, reveril 
increasing social responsibility by the profession and consists of a hop 
discussion of the possibilities there are. (Rudolf Ekstein, Ph.D). 


In Quest of Foster Parents. By Dororay Hurcuinson. Price $2.00 
Pp. 145. New York, Columbia University Press, 1943. ich 38 
The Psychology of Homefinding is the subject of this book wie oF 

addressed to social workers interested in the selection of foster hom?’ | i. 
children. The book’s particular challenge is for understanding of w the 
involved for the social worker as well as the foster home applican i pild 
homefinding experience. Miss Hutchinson, a specialist in the field © ef 2 
placement, writes well; the psychology she expresses is sound ane "ror 
reflection of her own warmth and human understanding. The ne" iin 
the second printing of this book is consistent with the enthusias™ — 4 it 
which it has been hailed from the first by social workers who have ion cille 
stimulating and practical in work with adults as well as children. pu 

Cairns, LLB., M.S.W.). 

jc? 

Counseling Methods for Personnel Workers. By Annerre GARRETT: Fiom 
Po. Pp. 187. New York, Family Welfare Association of Am 
This book emphasizes that area of industrial counseling which oi pr 

casework. It is directed primarily to the personnel worker without bed, 

fessional preparation for hisjob. Toward that end it has been wel p zarg” 
as it is written with a light touch, technical language and casewo! Tabo 


5 
lap” 


are avoided, and short case sketches are used frequently- 1e stit 
adapts her own special skills of casework interviewing to the 1™ oto! 


situation, and attempts to set down knowledge, philosophy and z A 
essential to helping in this kind of setting. She has written & con. stim” 
text book and I would expect many mature personnel workers to hes 
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pea by it to seek further professional education. I wish the author would 

the e used her unique opportunity and excellent knowledge to discuss further 

th pereonmnel worker’s relation to administrative structure, and more of 
e limits this imposes. (Lucille Cairns). 


Aging Successfully. By Grores Lawron. Price $2.75. Pp. 266. New 
ork, Columbia University Press, 1946. 
tak, the recommendations, suggestions and advice in this book were read, 
Mace to heart and patiently and persistently followed by a young person 
eo do him a world of good in “aging successfully.” It is for the 
it sa under forty—after that the frozen state of most persons’ lives make 
ni almost inapplicable. I recommend it to the young. (C. F. Men- 
inger, M. D.). 
Personality and Sociometric Status. By Mary L. Norraway, Esruer B. 
RANKEL and Reva PorasHIn. Price $2.25. Pp. 73. New York, 
Po eacon House, 1947. 
par and Unpopular Children, A Sociometric Study. By Meru E. 
Piedate Price $2.25. Pp. 81. New York, Beacon House, 1947. 
omelry of Leadership. By Heren J. Jennines. Price $1.50. Pp. 28. 
Tie York, Beacon House, 1947. 
e as a Measure of Inter-Personal Relations. By J. L. Moreno, HELEN 
Be Jennings, AND Josern H. SARGENT. Price $1.25. New York, 
Soh 00H, House, 1947. 
ie libel Structure of a Veterans’ Coopera 
19K F. Inwenp. Price $1.50. Pp. 23 
Political 5 Ee 
and Occupational Cleavages M a Hanoverian Village, Germany. 
RA CHARLES P. Loomis. Price $1.50. “Pp. 17. New York, Beacon 
Th Ouse, 1947. 2 y 
P esearch Center for Group Dynamics. By Kurr LEWIN. Price $1.50. 
p.32. New York, Beacon House, 1947. j 
ven sociometry monographs from Beacon House cover the wide range 
met jects suggested by the titles listed above. Several deal with 
the Odology, several with specific research studies on groups, (such as 
Population of a small German village, the members of a veterans 
i i d 150 school children in 


tive Land Settlement. By 
New York, Beacon House, 


aie Sycholo ‘ : 
‘ at iversity of Toronto. 

ia Research epee Grop Dynamics reprints a paper by the lare Kurt 

him 2, describing the Research Center for Group Dynamics foun t y 

appred, the Massachusetts Ins ee ades an 

Writin ation of his life and work by one o a 

gs. (Louisa P. Holt, M.A.)- 


1 17 
‘Ketition Patienis. By Ce ene ak 
ork, Reynal & Hitchcock, 1947. 
of There Cerne et be any question any more as to the incompleteness 
adequate medical coverage in this country. ‘There does seem to be 


Price $2.75. Pp. 236. 
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considerable question as to what should be done about it. The poe 
position of American medicine is that we are making progress = 5 = 
are rapidly getting better and will ultimately be generally satis qe! 
Unfortunately, some spokesmen for the medical profession permi eee 
selves to get into a defensive attitude about this and make totally indete me 
ble statements. The opinion of many laymen is that something ee 
radical must be done. The author of this book takes the latter pos!tio”, 
and documents it. (K.A.M.) 


The Anatomy of the Nervous System. By STEPHEN WALTER Ranson: 
Price $6.50. Pp. 531. Philadelphia, W. B. Saunders Co., 1947. onih 
In 1920 the first edition of this textbook appeared, and in 1947 the oe had 

This is the first edition to be published since Dr. Ranson’s death, and i os 

been revised by Dr. Sam Clark of Vanderbilt University, a neuroanate® be 

amply qualified to carry on Dr. Ranson’s work. There is little pee 5 

said of a book which has been first in its field for so many years, wu D 

grown steadily through eight editions, and which is well known to a a otis 

every medical student in the country. This edition differs from previov 

ones in none of the essentials, which is to say that it remains clear, oana i 

and factually reliable. Its organizational changes enhance its usefulnery 

and it seems slightly better illustrated. In spite of recent more larp Tae 
illustrated and beautifully bound books, it remains the best buy in the ¢ 

(Ruth I. Barnard, M.D.). 


Myasthenia Gravis. By Avatserto R. Gont. Pp. 112. Baltimore: 
Williams & Wilkins, 1946. ig an 
This monograph first appeared in Spanish and the present volume a of 

excellent translation by Georgianna S. Gittinger. In the first portion al 

this work, Dr. Goni gives a detailed discussion of the historical, logić 
and pathologic aspects of myasthenia gravis. The chapter on pat m who 
physiology is written with the collaboration of Dr. Alfredo Lanan, as- 

did most of the original research on the action of acetyl choline in E jts 

thenia gravis. The psychology of the neuromuscular synapse 2” 

relation to myasthenia is excellently summarized. „hirtee? 
In the second portion of the monograph, the author reports on pene f 

cases, which he observed in Buenos Aires since 1937. In the discuss! as 
these cases, the author illustrates the importance of prostigmine © 

diagnostic aid and in treatment. 4 
This is the best monograph available on the subject and is high! 

mended. (Edward G. Feldman, M.D.) 


y recom 
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Families in Trouble. By Earu Lomon Koos. Price $2.25. PP- ! 

New York, King’s Crown Press, 1946. «ue 2 

Belatedly this exemplary report of an exemplary research techmd hose 
psychosocial investigation deserves review and commendation tO ft 
who seek a blue print for the integration of psychiatry and sociolo 4w9 
relates to the results of a series of unsolicited interviews wit! ae bles 
families in one neighborhood in New York and an analysis of the “tro 
experienced by them. (K. A. M.). 
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Th : 
af Phe ee address was given by Dr. Chisholm at the sixth annual meeting 
4 of Trustees aias Foundation in Topeka, October 6, 1947. At this meeting the Board 
tion. ee we nanimously elected Dr. Chisholm an honorary member of the Founda- 
man of the B embership was tendered Dr. Chisholm by Dr. C. F. Menninger, chair- 
oard of Trustees, with this citation: 
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tributions to human welfare; 
de horizons and broad sympathies, a 
but also a citizen of the 


In recognition of his unique con 
irate and leader, a man of wi 
world; ist, a physician, a statesman, & Canadian, 

je Aay dynamically oriented psy 
ment of oe in the medical service 0 a 
SDi ethods for matching a man’s capaci 
Ba ste General of medical services of the 
Which th ader in bringing awareness to his peop Š : 
oad eir returning veterans require the generous services of the community; 
People ee citizen and public health administrator, with understanding of 
far-sighted vision of their universal needs, inspiring and guiding 


3 e o i : irati 
rganization and functioning of the World Health Organization; 


chiatrist in Canadian medicine; 

f a large national Army, in the develop- 
ty to his job assignment; 
Canadian Army ; 

le of the continuing needs for 


tion do hereby and with honor 


The 
Board of Trustees of The Menninger Founda 
he Foundation as an Honorary 


Welco 
then Brock Chisholm to the Fellowship of t 


q ; a 
hese are times when things have come adrift and the ancient securities 


On whi 
an eh many of us stood for a long time have loosened and are no longer 
Othoa have thought ourselves safe for a great variety of reasons. Most 
| Row Ea reasons have lost, at least to some degree, their validity. We are 
a mb ving in a new kind of world ushered in by the explosion of the atomic 
Í a i i i ‘orld which holds th 
Shast] now, still more potentially horrible, a world whic e 
8pprens Possibility of biological warfare. I don’t know whether many of us 
“late that already the atomic bom! Its terrors 
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represent, relatively speaking, child’s play compared to what can be done 
by biological methods of waging war. 

Our conditions of survival have changed drastically in the last three 0 
four years. Many of us do not yet appreciate that fact. We are still feel- 
ing and thinking in the terms in which we were brought up as children, 
an entirely different kind of world from that in which we live now an! 0 
which our children are growing up. ee, 

It is not long ago since people could hate each other quite extensively ’ 
since whole groups of people could find it impossible to live in peace W! 
each other; since people could fight each other over considerable areas, ake 
their conflicts meant almost nothing to the rest of the world. Now evel 
conflict, every aggression, every difference of opinion, every potential three’ 
from politicians talking for local consumption, from opinionated comme?: 
tators on the radio, or from columnists saying things for local political effet 
or for enhancing their own prestige, are taken seriously by people 07 
other side of the world. These may be quoted and requoted, sometim' 
distorted. Much damage may be done even by this careless talking an 
careless writing which until quite recently was utterly unimportant. ` 

We must accept the fact that there are in the world now, as there always 
have been, a great variety of experiments in living, none of which, inclu | 
our experiment, has yet proven itself to be the final right and best meth á 
There are things wrong even with our way of life as there are things W” ? e 
with every way of life of which we know anything yet. It does not bee 
us to believe that our particular way, in whatever part of the world we 
should be imposed on anybody, at this stage of our experiment. je” 

It is necessary that we should learn to see things from other peop e 
point of view. Our points of view are specific for us because of the way ore 
were brought up, the original premises that surrounded us when We ene 


children. But these are not the same original premises, they are a er 


conditions of life, under which millions of people were brought uP 1° J out 
parts of the world. Their backgrounds and reactions are different, 2° ept 
problem is to reach methods of communications between entirely differ we 
kinds of civilization. That is quite a problem, but it is essential t 
should do something about it. ugh 
We must face the fact, and it is a very serious fact indeed, that all thro ave 
recorded history, and all through implied history before that, people gs 
been fighting each other enthusiastically and almost continuously: yio! 
fighting has been one of the more consistent major patterns of heka ; 
throughout the history of the human race. People have been living gh 
petitively by killing each other off from time to time. Major wars thro ot 
out recorded history have occurred perhaps every fifteen or twenty Yoro 


We are faced with the perfectly ghastly fact, very suddenly, that w 


; 
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c it 5 
a O iva, has now become utterly obsolete as a method of stay- 
a rtoctly : ms no longer work because it has become too efficient. It is 
Eyring n le now to destroy all life over enormous areas of the earth 
Pie tow eet weapons. Tt can be done with methods that are avail- 
i ii 7 T implications of that statement are terrible. It means, and 
Pwo he erally, that as far as survival warfare is concerned, all the weap- 
Pillans. ihi ve used and thought of in the past have become obsolete—all 
Biolo i are utterly irrelevant to a future war. 
toae ty panara has promoted any little country, no matter how small, 
` world b ry W hich can compete successfully with any other country in the 
Ma to using biological weapons. Heavy industry is no longer necessary. 
| nufacturing abilit ihin Man-pow f 
that is Sece D y means no i g. an-power means nothing. All 
will Ea aa is one bacteriologist and a few enthusiastic fanatics who 
spread ee results of the labor of the bacteriologist wherever they want 
: a the problem becomes perfectly clear. It is necessary for man 
SEW cones re at peace with man or he will not survive at all. This is a 
| Areas an, i : Man has never lived at peace with man except in isolated 
or else die or very short times; from now on he must live at peace with man 
and wond out as a species. Therefore, we must begin to look at ourselves 
Parents a “i what is wrong with us, because we are th 
every fifte, our grandparents and great-grandparents, 
Bs, een or twenty years and always have done so. 
Y people are seriously disturbed at the conflicts which are now found 


o 
Over the world between nations—contlicts around conference tables, 
and on the radio. But I think we 


whi 7 
| a A mirrored in newspapers, 

À. chiatrist take these things too seriously. Actually these are, as all psy- 
í essures will recognize, excretory. These are ways of using up aggressive 
+ table es. We feel much better if our representative at a United Nations 
tough gives somebody else hell. We say that will show them that we're 
ae we feel much more friendly afterward. That isa well known 

I thi r 
ee we shouldn’t worry too much about 
| Brecme the United Nations. The fact is t 
| We the l s have been reached between an a 
(Telatiye; ast three years or so. We had som 
| Health, importance of agreement and disagreem 
© Sider Conference last summer when some sixty-10 t : 
> Si he Constitution of a World Health Organization. Sixty-one nations 


Sign, 

Weelee the Constitution of the’ World Health Organization after only four 

before = discussion. Since then three other nations have signed. Never 
mm history have sixty-four nations signed anything except the Postal 


e people, as were our 
who fight each other 


all 


the conflicts that show in the 
hat an astounding number of 
stounding number of nations 
e amusing illustrations of the 
ent at the International 
four nations met to con- 


or 
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Union and that didn’t tie them down very much. But sixty-four nations 
actually did sign a most drastic document which gave extensive powers to 
a new untried World Health Organization. The newspaper men generally 
were very disappointed about it. Some of them sat at meeting after meet- 
ing and found nothing worth reporting at all. They said, “What kind of 
a meeting is this, nobody fights anybody- else?” I suggested that they 
must recognize some drama in agreement. “There is no news in agre? 
ments”, they said and didn’t report it. Actually the drama of agreement 
by sixty-four nations to sign the things they signed is a most astonishing 
phenomenon and should be noted by all peoples in the world. 

The difficulty is that while a dozen amazing agreements will be rea 
there may be one disagreement which doesn’t find its solution immediately 
and that is what makes all the headlines. The Russians have to show only 
the slightest sign of disagreement about anything at all and there are hea i 
lines all over the world about it. The Americans have only to do the A 
thing, as far as Europe is concerned, and there are headlines about it. Ac T 
ally the Americans quite frequently agree, and the Russians quite frequent y 
agree with other nations, too. Only nobody mentions it when they do. 
was hardly known for instance that the Russians had three delegations a 
the World Health Conference last summer in New York, that the Russi t 
delegations took an active and cooperative part in the whole work of oe 
conference, as did all the other nations, and that they signed along m 
everybody else at the end of it. the 

It is worth noting that sixty-four nations have recognized some of ar 
necessities for which the world must have answers in the reasonably n 
future. In the Constitution of the World Health Organization are some 
the indications of that recognition. It begins: 

“The States parties to this Constitution declare, in conformity W 


reached 


o the 


charter of the United Nations, that the following principles are basie p the 


happiness, harmonious relations and securities of all peoples.” Jete 
first statement is a definition of health: “Health is a state of comp e 
physical, mental and social well being and not merely the absence of ais 

or infirmity.” of 

“The enjoyment of the highest attainable standards of health is ee 
the fundamental rights of every human being without distinction © 
religion, political belief, economic or social conditions.” 

“The health of all people is fundamental to the attainment of peace’ — 
security and is dependent upon the fullest cooperation of individuals 
states.” 

“The achievement of any state in the promotion and protection of 
is of value to all.” 

“Unequal development in different countries in the promotion of 


d 
a 
e ad 


pealt” 


pealt” 


ith the 
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and control of disease, especially communicable disease, is a common dan- 
ger.” 

“The healthy development of the child is of basic importance.” And 
here follows a most important statement: “The ability to live harmoniously 
in a changing total environment is essential to such development.” This 
18 recognition by sixty-four nations that the next generation, to be able to 
Survive at all must be changed drastically from what their parents have 

een because this generation is not capable of living harmoniously in a 
changing total environment. 

“The extension to all peoples of the benefit of medical, psychological, and 
eleted knowledge is essential to the fullest attainment of health.” “In- 

ormed opinion and active cooperation on the part of the public are of the 
utmost importance in the improvement of the health of the people.” ‘The 
Sovernments have a responsibility for the health of their peoples which can 
a fulfilled only by the provision of adequate health and social measures.” 
pe Scepting these principles and for the purpose of cooperation among them- 
oo and with others to promote and protect the health of all peoples, the 
fe misting parties agreeing to the present Constitution hereby establish 
ay World Health Organization as a specialized agency with the terms of 

ticle 57 of the charter of the United Nations.” y 
t The objective of the World Health Organization is stated very simply, 
P he objective shall be the attainment by all peoples of the highest possible 
; vel of health.” And health, I would remind you, 1S defined as “a state of 

n mplete physical, mental and social well being, not merely the absence of 
"Sease‘or infirmity.” 
T not too discouraging when sixty 

-CSS agree to all these principles and agree 


Ng should b cinli 
, e done about these principles. i . 
e is true that since that time not all of them, only a et goor 
M, have rati ir si he Constitution. In the meantim 
these e ratified their signatures to the ' ae 


not a 


four nations can meet and in four 
to the methods by which some- 


e . 
Presentative of that nation—a representative from ti 
e interests of all sixty-four nations, to work as an 1 


ee on in the meantime the necessary work in iha eere a pa 
by “e were the carrying on of obligations assumed P am PINNRA and 
Be n Office International d’Hygiene Publique z a a of disease 
organizati igations controling 
across ganizations, statutory Obligation ther obligations. 


national boundaries and a great many © _ 
h i i ified their signatures 
to a as twenty-six of the United Nations De = ks ee aaa 

Onstitution, or as soon after that as possible, ae "gece 


e 
As 
“mbly is to be called together and they will set 
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Organization. At the present time fifteen of the United Nations have rati- 
fied their signatures and six other nations which are not members of the 
United Nations have also ratified. The United States is not among those 
which have ratified. It is expected that a sufficient number of nations will 
have ratified before the end of this year so the first World Health Assembly 
will be called together sometime about March or April of 1948, at which 
time the World Health Organization will come into full being. 

The responsibilities of the Interim Commission itself are rather extensive- 
There are offices in New York and in Geneva, Switzerland. It has a 
employees about thirty people in New York and about ninety in Geneva: 

It does its work typically through expert committees, committees selecte 
from experts in various fields of health from any country in the world. 
Committees are now functioning in a variety of fields. Such fields are, for 
instance, the unification of pharmacopeias throughout the world, a very 
important thing because there have been many drugs discovered during the 
war and these do not appear in the pharmacopeias of very many nations 
and there is no complete world wide pharmacopeia available. Another 18 
the biological standardization committee. Its duty is to establish stand- 
ards so when any country buys penicillin, streptomycin or other biologicals 
from any other country they will know what they are getting in terms 0 
purity and potency. 

An expert committee is working in the field of international contro! 
infectious diseases. Another committee is concerned with the epidemi? 
control of the Mecca pilgrimage, which has always been a very difficu 
problem. Another committee is working on yellow fever which over @ larg? 
part of the world is a great threat. Others work on tuberculosis, venere 
disease, revision of quarantine conventions, revision of the lists of causes 
of disease and death and so on. A wide variety of activities are being 
carried on also by the Interim Commission preparatory to setting UP ube 
World Health Organization. 

The Interim Commission is not going into the mental health field because 
though there are many responsibilities laid out in the Constitution of . 
World Health Organization it was felt that the terms of reference of 
Interim Commission and the money available to it would not allow itt 
go into this particular’ field. However, certain things are happeni?g, 
relation to mental health. The Interim Commission, while itself not dow 
anything specifically and directly about mental health, has members w 
are doing what they can individually to stimulate work in this field 00 $ 
part of many other people. A of 

Actually every committee of the United Nations, every committe? 
every specialized agency of the United Nations, and every meeting of ev ie 
subcommittee, is a move in the direction of mental health and world citize 
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ship. 
ele of these meetings represents lines drawn across inter- 
a eo ‘They represent large numbers of people coming to 
Others’ houses T; Pang each other in their own countries, living in each 
others’ lan , getting to know each others’ families, struggling with each 
Eisto guages and gradually becoming more than ever before in thi 
a of the world one people. i 
HORT H y aes lesson in this. All over the world now national representa- 
ever before Hi important, as international relationships mean more than 
tion to the à + e are electing people who are going to represent us in rela- 
seriously eno 7 pr the world. : I wonder if we have ever taken this problem 
sent us in our g 7 I wonder if we are satisfied with the people who repre- 

oT = ations with all the other people in the world. 
sociology o remely difficult assignment. One must study history and 
going to ean is know something of psychology and religions if one is 
ries ey has other kinds of people. . I think we must in all our coun- 
ethene aah ith a very sure, strong voice that the people who represent 
Bet us all Ee relationship, the people who are going to keep us alive or 
ing all the kind should know their job. Knowing their jobs involves know- 
Cgotiate, a s of people with whom they work and with whom they 
eel and eae involves knowing their history, how they think and how they 
can we A their reactions to every kind of suggestion will be. Only so 
We live a ibly hope that our representatives will be able to ensure that 
peace with the other people in the world. 


et u; A : 4 
S stop fooling ourselves. Our problem is no longer just to live at 
em now is to live at peace with 


Peace ; 

y 

everybod a few great powers. Our probl 

Vet if we Y, which no country in history has ever succeeded in doing. And 
now on Would survive at all that is what we must do and we must do it from 


s very great. The responsibility 
foreign relations becomes colossal; 
for those people is very 


The 

ref — 

of those Ore, our responsibility become: 
an People who represent us in our 


Fe eg ihig; "E 
Serioug oe of every citizen who votes 


sibili ere is a further great responsibility which wemust meet. This respon- 
ra Tecognized by sixty-four nations in the Charter of the World 
"ganization: the responsibility to bring uP children capable of liv- 
of facin ays in which we have not been capable iving, children capable 
tumeg © honestly realities that have frightened us 80 much that we have 
. and looked the other way and pretended they weren't there. This 


e 
ee aa old familiar pattern. 
matk is entitled to be told the truth by its parents and if the parents 
tthe p Ow what the truth is the child is entitled to be told that too. And 

arents think one thing but they know thousands or millions of people 


y 
Health 


80 G. BROCK CHISHOLM 


in the world think something else, a child is also entitled to be told that; 
and not to be told because his parents happen to think something that this 
is utter, final, universal truth accepted all over the world. Because it isn’t 
and it isn’t sound to tell the child it is. If you do then his kind of people 
are to him right, and all the other kinds of people, the people on other sides 
of the world who are different, are all wrong and bad. R 

These are our problems. Our own honesty is first; our own ability t° 
face facts, to discount our own emotional reactions, to recognize we are no 
the repository of all truth and all certainty and that other people have om 
little claim to attention as well. And then to bring up a new kind of chil 
who is able to use his brain to think with, no matter how painful that ma 
be and will be the kind of person who will do something about it when 5 
reaches conclusions, who will take steps, no matter how drastic, no ene 
how revolutionary, no matter how painful, to do things that need to °?’ 
done. These are the things that we have not been able todo. Our respo” 
sibility is to help the next generation to be other than we have been. r 

You people here in Topeka have this responsibility as everyone else ha 3 
You have the great advantage of having, as I suggested to you beto 
center of high social consciousness here in Topeka. You are signa jl 
favored in having that center here. I hope you use it. I hope that it i 
be possible for all of us to do enough, soon enough, so that our children ™ 
survive. 


"S 


re 4 


A SUGGESTED BASIC PSYCHIATRIC READING LIST, 1948 


The preparation of the following list of books dealing with various aspects 
of psychiatry came about in the following way. For the revised edition 
(1945) of The Human Mind, lists of the generally accepted and recommended 
readings relating to various phases of psychiatry were assembled. A very 
Considerable amount of time was put into this, not only by the author, but 

Y a number of colleagues over the country with whom he consulted. The 
Selections, while far from complete, represent in approximately 500 titles 
the books chiefly used by American psychiatrists. N 
_ One difficulty with so long a list, however, is the fact that the beginner 
M psychiatry is not quite sure which of the books he should read first, and is 
apt to be appalled by the length of the list. Accordingly it was suggested 
that it would be useful to select the books most suitable for first year resi- 

ents, those most suitable for second year residents, those most suitable 
or advanced students, and those most suitable for general practitioners 
Who wish to gain some idea about psychiatry. = 
lhis proved to be a formidable undertaking and one requiring more ex- 
Perience in the teaching of graduate psychiatry than any of us now pos- 
Sesgeg, The general philosophy and also the practice of psychiatry is so 
Rew that it would be very difficult to get a large concurrence for any truly 


"epresentative list, re 
‘hen, theref 5 r | oka of 1947 Dr. Kenneth Appel of Philadelphia, 
airman of the Committee on Hospitals of the Group for the Advancement 
Sychiatry, requested that the writer draw up & tentative list e T ty 
XS which might be considered basic readings in psychiatry, the task 
med relatively simple and was essayed with what proved to be an unjus- 


fied temerity. . 
assi ter very ndi examination of many lists, in which oe pa 
sted by Dr. George Devereux, associate professor of antl ropo. apa 

Institute of Psychological Medicine (Menninger Foundation) = =. 
arians, Miss Ann Perry of the Winter Veterans eer ee 
Stevan Vesta Walker of the Menninger Foundation sA “es a 
chi mitted to those members of the Group for the Advance a 
me who were present at the meeting in mene ee oa ie 
Subp tous additions and deletions were made, and the el bale a ated 
thigh a to quite a number of additional colleagues an 


See. 


e 
libr, 


; K s. 
ear after year as our science grows and develop. 
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listed will cease to have their present importance. Titles have certainly 
been omitted which should have been included, and perhaps some have been 
included which should have been omitted. I can only vouch for the fact 
that a goodly number of thoughtful colleagues have agreed that the list 
which follows includes books with which every qualified psychiatrist should 
be familiar. How familiar will depend to a considerable degree upon vari- 
ous factors. For example, some of these books are certainly not to be rea 
cover to cover except by those having a special interest in particular 
topics, but their general content should be known to all. 3 

I shall greatly appreciate comments, criticisms, additions and deletions 
from interested readers, and promise to attempt a revision of the list next 
year. 

Kart Mennincer, M.D. 


Basic Readings in Psychiatry, 1948 


NEUROLOGY 


Grinker, Roy R.: Neurology. Springfield, Ill., Charles C. Thomas, 
edition, 1943. 


3rd 


or 


d 
Brain, W. Russell: Diseases of the Nervous System. New York, Oxfor 
University Press, 1933. 
or 
a’ H 5 
Brock, Samuel: Basis of Clinical Neurology. Baltimore, Wm. & Wilkin 
2nd edition, 1945. 
or 


, Is 
Spurling, R. Glen: Practical Neurological Diagnosis. Springfield, 1 
Charles C. Thomas, 3rd edition, 1944. 
PSYCHOLOGY (Personology) 


Hunt, G. McV. (editor): Personality and the Behavior Disorders. 
umes. New York, Roland Press, 1944. 


g vol 


or 
fi 
Murphy, Gardner: Personality. New York, Harper & Bros. 194 
and 
oso? 


Murray, H. A. et al.: Explorations in Personality. New York, 
University Press, 1938. 


Oo me 


i 
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or 


Allport, G. W.: Personality: A Psychological Interpretation. New York, 
Henry Holt & Co., 1937. 


PSYCHOLOGICAL TESTING 


Rapaport, David et al.: Diagnostic Psychological Testing. 2 volumes. 
; Chicago, Yearbook Publishers, 1945 & 1946. 


PSYCHOPATHOLOGY 
Tomkins, Silvan S. (editor): Contemporary Psychopathology. Cambridge, 
Mass., Harvard University Press, 1948. 
and 


Maslow, A. H. and Mittelmann, B.: Principles of Abnormal Psychology. 
New York, Harper & Bros., 1941. 
or 


Menninger, Karl: The Human Mind. New York, Alfred A. Knopf, 
8rd edition, 1945. 


HISTORY OF PSYCHIATRY 
Deutsch, Albert: The Mentally Ill in America. New York, Doubleday, 
Doran & Co., 1937. 
and 


Zilboorg, Gregory: A History of M edical Psychology. New York, W. W. 


Norton Co., 1941. 


PSYCHIATRIC EXAMINATION 
Appel, K. E. and Strecker, E. A.: Practical 
and Behavior Disorders in Adults @ 
The Macmillan Co., 1936. 
or 


Examination of Personality 
nd Children. New York, 


Noyes, A, P.: Modern Clinical Psychiatry. Philadelphia, Wa Beaune 


ders, 2nd revised edition, 1939. 


84 PSYCHIATRIC READING LIST, 1948 


PSYCHIATRIC SYNDROMES 


Henderson, D. K. and Gillespie, R. D.: A Textbook of Psychiatry. New 
York, Oxford University Press, 1927. 


or 
Strecker, E. A.: Fundamentals of Psychiatry. Philadelphia, Lippincott, 


3rd edition. 1945. 
and 


Kraepelin, Emil: Dementia Praecox and Paraphrenia. Edinburg, E. & 


S. Livingston, 1919. t 
or 
Jung, C. G.: The Psychology of Dementia Praecox. New York, Nervous 
& Mental Disease Publishing Co., 1936. 
or 
Janet, Pierre: The Major Symptoms of Hysteria. New York, The Mac- 
milan Co., 1907. 
or 
Jellinek, E. M.: Alcohol Addiction and Chronic Alcoholism. New Haven: 
Yale University Press, 1942. 
PSYCHIATRIC ADMINISTRATION 
Bryan, W. A.: Administrative Psychiatry. New York, w. W. Norto? 
Co., 1936. y 
j 
PSYCHOTHERAPY 4 
e 
Levine, Maurice: Psychotherapy in Medical Practice. New York, Th 
Macmillan Co., 1942. 
and 
1945 


Wolberg, L. R.: Hypnoanalysis. New York, Grune and Stratton, 


or 


Me 
Brenman, M. and Gill, M.: Hypnotherapy. New York, Internatio 
Universities Press, 1947. 
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MILITARY PSYCHIATRY 


Grinker, Roy R. and Spiegel, J. P.: War Neuroses. Philadelphia, 
Blakiston, 1945. 
or 


Menninger, William C.: Psychiatry in a Troubled World. New York, 


The Macmillan Co., 1948. 


CHILD PSYCHIATRY 


Aldrich, C. A. and Aldrich, M. M.: Babies are Human Beings. 
York, The Macmillan Co., 1938. 
or 


New 


Freud, Anna: Psychoanalysis for Teachers and Parents. New York, 


Emerson Books, 1935. 
or 


Gesell, A, and Tlg, F. L.: Infant and Child in the Culture of Today. New 
York, Harper & Bros., 1943. 
or 


Allen, Frederick: Psychotherapy with Children. New York, W. W. 


Norton & Co., 1942. 
and 


Aichhorn, August: Wayward Youth. New York, Viking Press, 1935. 


Pi 
SYCHIATRIC NURSING 
Render, H. W.: Nurse-patient Relationships în Psychiatry. 
McGraw-Hill Book Co., 1947. 
and 
Maine, Harold: If A Man Be Mad. New York, Doubleda; 
1947, 


New York, 


y & Co., 


8 
OCIAL PATHOLOGY and CRIMINOLOGY 

l Disorganization. 
1941. 


“ait M. A. and Merrill, F- E.: Socia New York, 
Harper & Bros., 2nd edition, 
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and 


Alexander, F. and Staub, Hugo: The Criminal, the Judge, and the Public. 
New York, The Macmillan Co., 1931. 


PSYCHIATRIC SOCIAL WORK 


French, L. M.: Psychiatric Social Work. New York, The Common- 
wealth Fund, 1940. 
or 


Towle, Charlotte: Social Case Records from Psychiatric Clinics. Chicago, 
University of Chicago Press, 1941. 


INDUSTRIAL PSYCHIATRY 


Roethlisberger, F. and Dickson, W. J.: Managment and the Worker. 
Cambridge, Harvard University Press, 1939. 


or 


Mayo, Elton: The Human Problems of an Industrial Civilization. New 
York, The Macmillan Co., 1933. 


RELIGION AND PSYCHIATRY 


James, William: Varieties of Religious Experience. New York, Long- 
mans, Green & Co., 1938. 


and 
Freud, Sigmund: Moses and Monotheism. London, Hogarth Press, 1939. 
or 


Freud, Sigmund: The Future of an Illusion. New York, Horace Liver- 
ight, 1928. 


ANTHROPOLOGY AND PSYCHIATRY 


Freud, Sigmund: Totem and Taboo. New York, Dodd, Mead & Co. 
1918. 
and 


Linton, Ralph: The Study of Man. New York, Appleton-Century Co., 
1936. 
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or 


Malinowski, B.: The Sexual Life of Savages in Northwestern Melanesia. 
2 volumes. New York, Horace Liveright, 1929. 


or 


Kardiner, Abraham: The Individual and His Society. New York, 
Columbia University Press, 1939. 


PSYCHOANALYTIC THEORY, ELEMENTARY 


Freud, Sigmund: A General Introduction to Psychoanalysis. New York, 
Horace Liveright, 1920. 
and 


English, O. S. and Pearson, G. H. J.: The Emotional Problems of Living. 
New York, W. W. Norton & Co., 1945. 


or 


English, O. S. and Pearson, G. H. J.: Common Neuroses of Children and 
Adults. New York, W. W. Norton & Co., 1937. 


or 


Brill, A. A.: Freud’s Contribution to Psychiatry. New York, W. W. 


Norton & Co., 1944. 


PSYCHOANALYTIC THEORY, ADVANCED 


Freud, Sigmund: The Basic Writings of Sigmund Freud. New York, 


Modern Library, 1938. 
or 


Freud, Sigmund: The Problem of Anxiety. New York, W. W. Norton & 


Co., 1936. 
or 


Hendricks, Ives: Facts and Theories of Psychoanalysis. New York, 


Alfred A. Knopf, 2nd edition, 1939. 
and 


Fenichel, Otto: The Psychoanalytic Theory of Neuroses. New York, W. 


W. Norton & Co., 1945. 
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PSYCHOANALYTIC THEORY, APPLIED 


Alexander, Franz: The Medical Value of Psychoanalysis. New York, W. 
W. Norton & Co., 1932. 


or 


Menninger, Karl: Man Against Himself. New York, Harcourt, Brace 
& Co., 1938. 


or 


Deutsch, Helene: Psychology of Women. 2 volumes. New York, Grune 
& Stratton, 1944 & 1945. 


PSYCHIATRIC MEDICINE (“Psychosomatic Medicine”) 
Cannon, W. B.: The Wisdom of the Body. New York, W. W. Norton & 
Co., 2nd edition, 1939. 
and 
Dunbar, H. F.: Emotions and Bodily Changes. New York, Columbia 
University Press, 2nd edition, 1938. 
or 
Weiss, E. and English, O. S.: Psychosomatic Medicine. Philadelphia, 
W. B. Saunders, 1943. 


or 


Binger, Carl: The Doctor’s Job. New York, W. W. Norton & Co., 1945. 


MENTAL HYGIENE MOVEMENT 


Beers, Clifford: A Mind that Found Itself. New York, Doubleday, 
Doran & Co., 1936. 


SUPPLEMENTARY LIST OF STRONGLY ENDORSED BOOKS 


Angyal, Andras: Foundations for a Science of Personality. New York, 
The Commonwealth Fund, 1941. pia 
Bond, Earl D.: Dr. Kirkbride and His Mental Hospital. Philadelph™ 
Lippincott, 1947. ih 
Freud, Anna: The Ego and the Mechanisms of Defense. London, Hoga” 
Press, 1937. 939. 
Goldstein, Kurt: The Organism. New York, American Book Co., 1 
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Kinsey, Alfred C. et al.: Sexual Behavior in the Human Male. Phila- 
delphia, W. B. Saunders, 1948. 

Marshall, Helen: Dorothea Dix. Chapel Hill, University of North 

Carolina Press, 1937. 

Mead, Margaret: From the South Seas. New York, Morrow, 1939. 
(This includes Coming of Age in Samoa, Growing Up in New 
Guinea and Sex and Temperament in Three Societies.) 

Southard, E. E. and Jarrett, M.: Kingdom of Evils. New York, The 
Macmillan Co., 1922. 


GENERAL LITERATURE 
In the original draft of this list a number of books from classical literature 
Were included such as the Bible, Goethe’s Faust, Butler’s The Way of All 
lesh, Shakespeare’s Hamlet, Macbeth and King Lear, Proust, Grimm, 
Aesop, Dostoyevsky, etc. After considerable thought it was felt that this 
list should either be considerably extended to include Sophocles, Voltaire, 
Ousseau and many others, or else that it should not be included here. 
The reasons for this conclusion are complicated. Technical books are 
So few in number that it is much less difficult to make an acceptable selection 
n in the case of general literature where one has to consider both the 
classics and contemporary contributions of psychologically significant con- 
tent. A list of the books making outstanding literary contributions to the 
Understanding of psychopathology would not be the same list as one which 
Undertook to establish a certain cultural background desirable for every 
Psychiatrist. Certain transient books of no great literary value may pos- 
Sess Outstanding psychiatric value, and certain classics of great literary 
Value may not actually be indispensable, however desirable for the psychia- 
"st gua psychiatrist. It was concluded that the problem is sufficiently 
complicated and challenging to merit more study and the submission later 
Some tentative proposals. 


Yom Paragraph then will represent the 
™ general literature to be more speci 


he implied inclusion of certain books 
fically listed later. 


DYNAMIC ASPECTS OF THE TEACHING OF PSYCHOLOGY* 
By RUDOLF EKSTEIN, Ph.D. 


The subject of psychology offers an unusual challenge to the teacher and 
the group, for, unlike most other subjects, it deals with us as persons. We 
are its subject, and so the very tools we use to learn it are a part of it. It 
is true (and was true even before the day of psychosomatic medicine) that 
the medical student experiences psychological difficulties in learning subject 
matter which refers to his own self. One might add that subjects such 2$ 
history, sociology, or economics are of a similar order. But it seems to me 
that psychology is even nearer to one’s self, and concerns the self so mue 
that particular situations will be encountered which can be used successfully 
in the teaching process. 

The material of this paper stems from teaching experiences with college 
students and also from experiences in the adult education field and with 
popular lectures. It is perhaps the interesting differences in student bodies, 
in audiences, and also in the purpose of these assignments that created MY 
particular interest in the dynamic aspects of the teaching process. 
sory examination of the motives of students in taking psycholo; 
will help the teacher to sense the psychological difficulties he must encounter 
in helping the students to acquire knowledge through the learning process: 
Usually the college student has to take psychology as a required course 
and one of the main motivations the instructor can work with is the atu 
dents’ desire to meet the course requirements, that is, to pass the examina- 
tions. This motive is usually so strong in the majority of students that 
some instructors can impart psychological knowledge through preser! e 
reading in the required text book—at least so I have learned through hea™- 
say. This kind of instructor does not have to watch any particular psycho” 
logical reactions in the students or in himself. Nor does he have to US" g 
such observations to direct the learning process, because the powerful nee A 
for the student to pass the test enables the teacher to dole out the ee 
matter, psychology, without being aware of the psychological nature of th 
teaching process. But if he seeks psychological skill in teaching, 2e sae 
give creative meaning to his particular function and can obviate the famo 
comment of George Bernard Shaw: “He who can does. He who canno™ 
teaches.” ei 

The questions of the students in class, or better, written anonymous con 
ments from them, reveal a good number of their conscious as well as uncom 


¢ 
j 


ical 
*Condensed from a paper presented at the meeting of the American Psycholog 


Association, September 4-7, 1946, in Philadelphia, Pa. 
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Sci ; 3 
aes ee oT students can be helped to face and to 
Ses tart-ont aly hological obstacle to creative learning when academic 
dems. The He ‘ merit of new knowledge motivates their attendance in 
Bond ihany i- y hological discovery of an obstacle in learning may help a 
Psychological i sie nut only to overcome it but also to develop a genuine 
Such and rien 7 
to the tea “ie = discover the psychological nature of their relationship 
lent, transfe y and learn how this positive or negative, but usually ambiva- 
is'a: payehol terios situation influences the learning process. This discovery 
logical an and leads to insight and to understanding of a psycho- 
react to ike ip. Whenever the opportunity arises, the teacher will 
leaming z= icular occurrences that stand in the way of the students’ 
Eraminatio e caer not lecture on such subjects as Transference or Fear of 
group and i ut he will try to sense the feelings of an individual or of the 
(ar deco A o = them for teaching purposes. Around examination time, 
Leet are ths teacher may sense that, the students’ anxiety or appre- 
tualized a “7 the test is revealing itself in a number of technical, intellec- 
obstacle to yo oe He will interpret this not only to help remove this 
emotional T meny work during the test but also to help them use this 
edge about xperience towards the acquisition of new psychological knowl- 
he thie people and similar social situations in everyday life. 

fis, a eri teacher of psychology will react to his students not only 
ectual po erin level but on an emotional level and thus free their intel- 
ogical a ri for better learning. Once, during the discussion of psycho- 
a sty deen ems in reference to the concepts of heredity and environment, 
is appreh eieyed the intellectual and objective facade of his question by 
a rather Sepa He wondered if insanity could be inherited. (This is 
Many me equent question in psychology courses that may have a good 
Biving hi tn behind it.) Instead of reacting to it intellectually and 
questions : only the factual answer, I mentioned first that a good many 
__ in class discussions may not stem originally from objective scien- 
One’s fn , but are asked for emotional reasons such as anxiety about 
ives. I 1 mental health because of possible mental involvement of rela- 
Courage the the requested information. The young man had the 
‘nd that o time to tell me that one of his close relatives was actually ill, 
e Was u he discovered the emotional nature of his question himself though 
naware of it at the time of asking. ‘Another student started his 

e of guilt and drop ° 
sirable if colleges cou! 


dance and force! 
al material 


ut of the course that does not 
Jd afford such freedom, as we 
d accumulation of knowledge 


* 
Or 
Meet the students may feel fre 
Q 
l into the students’ per- 
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eir needs. It would be de: 
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question by saying that it was not a scientific but a personal one, and thus 
indicated his grasp of a very important and necessary discriminatory ability 
in the learning of psychological subject matter. 

Psychology instructors today do not need proof that many students take 
psychology for personal reasons and tend to make the learning experience 2 
substitute for mental hygiene or psychiatric treatment.j The danger of 
dynamic teaching therefore seems evident; that is, the students will con- 
sciously or unconsciously develop fantasies and all kinds of wishes about 
the teacher, will magnify his importance and “broaden” and change his 
function. They will want him to be not only a transmitter of knowledge, 
a helper toward the learning goal, but also to be their group or private 
therapist. It is for this reason that a good many well informed instructors, 
afraid of such situations, try to avoid any emotional involvement and hol 
on to tried and tested methods of presenting psychology as an intellectual 
system only. They prefer “to teach a subject rather than to teach stu- 
dents.” There are others, however, who are so intrigued by the emotional 
needs of their students that they will proudly tell you that they try to d0 
as much mental hygiene in class as possible. The latter are as unaware © 
the true function of psychology teaching as are the former of the psycho 
logical use of oneself in the teaching process. The teaching of psychology 
is not psychotherapy although there must and will be psychotherapeutie 
by-products in any educational activity that aims at a true evaluation ° 
reality, particularly if it is psychological reality. The teacher’s function 
in this respect is to interpret reactions, behavior, questions, failures, etC- 
in relation to the course objective and to his relationship with the students: 

He should and must, however, equip himself with the necessary know’ 
edge and skill for referral of students to proper mental hygiene and psych! $ 
atric resources within or outside the learning institution. Of course, Ï the 
teacher feels frustrated because he must teach psychology instead of doing 


therapy, he will have to find a solution for his own personality problem" =p 


This indicates, I think, the need for teacher training that gives an emotions! 


as well as an intellectual orientation. Psychoanalysis of teachers of psy” 
chology for didactic or therapeutic reasons is recommended’, as well 2 
professional supervision of their work, which should help them to be g0° 
teachers rather than would-be-therapists. 
The desire to make use of psychological material in a practical manner 
is stronger, perhaps, in non-matriculated groups. If the teacher inquire 
as to the students’ expectations in taking the course, almost every 02e AY 
indicate a personal problem of an educational or therapeutic nature: 
Jp as the gene 


t Students are most likely as much in need of psychotherapeutic he A 
temporary 


eral population of which we know that one out of twenty will require 
permanent hospitalization in a mental institution. 
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Learning, for this group, means acquiring new powers and abilities as well 
as knowledge and this attitude creates difficulties for the teacher as well as 
for them. Even more than in the academic setting the teacher must re- 
spond to the students’ needs. He must maneuver between the dangers of 
Scylla and Charybdis, that is, he must avoid the pitfalls of text book 
chapter-by-chapter lecturing on the one hand, and the continuous tempta- 
tions to conduct a kind of group therapy, on the other. Non-matriculated 
adult education groups are challenging not only because of their unusual, 
often naive, curiosity and their frequent intellectual limitations and lack of 
Preparation for our courses, but also because they are not subject to the 
traditional academic system. In academic groups the teacher has authority 
not only because the student’s desire to learn, to grow, to live up to their 
ego ideals but also because of the student’s need to make a good grade and 
to satisfy the requirements of the college. This latter control, which finds 
expression in the tone of the psychological relationship between student and 
teacher, is totally missing in adult education groups. A substitute must 
be sought. I found it useful to make these students aware of this very fact. 
To help a group of students who do not work for credit to go through a 
course experience without substantial losses in members and without loss 
of interest can be achieved more easily, in my experience, when they are 
encouraged to work on the problem of their maturity in regard to learning. 
I recall one group of students who found it very hard to end their experi- 
ence with me. When we were discussing the psychological meaning of 
Separation, I asked for their chief criticism. They complained that there 
Were no assignments and tests as there “used to be in school.” And while 
they were all grownups, it became clear to them during this final session 
t their disappointment in ending the course was the reactivation in them 

of an old childhood need to have a fatherly authority to reward and to pun- 


ish them. They wanted more than the mature interest one may expect 
Their awareness of their wish should lead 


m a relationship among adults. h c 
© new insight into psychological principles through the meaningful experi- 
ence in class. 
It will be clear by now that whatever enters the Lh ite sitakin = 
© used in i rocess. Examples are: The formation of the 
thg ang E relating themselves to the 


carnin s of students’ 
8g group, the slow proces (whether it is 


leader. Pat ifferi f him 
te: ir i dual and differing use © , l ; 
acher, their indivi whether it expresses itself in 


Ward learnin: oward personal help, ; express self 1 
‘valry or in aot we best grade, whether it is in investing in 
"M authority or non-existent intentions of 2 kind or evil nature) and the 
Ynamic growth of the group through the learning process in this relation- 
Ship. Other situations that can be turned to account are the students 
Selection of questions, their holding on to certain topics, their rejection of 
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others (or the teacher’s pet subjects), and their choice of term paper topics 
and content. The awareness of all of these psychological aspects can be 
built into the knowledge that has to be acquired and will actually free 
students for more effective learning. 

Learning is integration of new material, new skills into the ego. The 
relationship between the teacher and his class, however, constitutes an 
inter-play between all psychic forces, and true experience of growth can be 
achieved through its use. This is the powerful reason, even if usually 
unconscious, I am sure, for our holding on to a form of learning that seems 
to be outdated. The best textbooks, films, and radio facilities, the most 
modern technical and visual teaching aids, do not substitute for the main 
“tool” of learning—the relationship to the teacher. 

Let me give another example: Once I had to substitute for a sick col- 
league who asked me to discuss the chapter on delinquency in his personality 
course. I entered a class of particularly unruly young people who, it was 
obvious, were reacting with “delinquency” to their teacher’s absence. 
decided to fall in with their wishes by giving them a kind of unexpected 
recess from learning. When they realized that the substitute teacher 
seemed to feel no particular responsibility to do his best for a class of “‘stran- 
gers” and might use the session as a little rest period for himself, they s002 
indicated, by settling down to a discussion of the lesson, that they were 
assuming the responsibility for a learning relationship by conferring on Me 
the authority vested in their absent teacher. I was then able to point out 
that they had indicated a bit of delinquency in their own make-up and that 
they had subsequently demonstrated the importance of the student-teacher 
relationship as a tool for learning. Certainly they profited by the inter- 
pretation more than they would have by the display of mere sternness an 
authority. 

It should be obvious by now that psychological aspects not only enter 
the teaching relationship but also affect the discussion of almost any sub- 
ject. Good teaching will take account of them rather than take refuge 12 
so called “systematic” teaching. It is my opinion that the psychological 
controls of psychology teaching ought to be used for graduate as well a8 
undergraduate training, but I wish to add that a different degree of maturity 
and insight on the side of the students will change the level of the use We 
make of ourselves and of this relationship. It is also important to keep 12 
mind the purpose of the course, because doing will need a different kind © 
instruction than mere knowing?.t 


+A sample of “doing” instruction through personal supervision is given in the 
author’s paper, ‘‘An Illustration of the Function of Supervision in the Learning Pro- 
cess”: where he tries to clarify how the personal relationship between teacher an 
supervisee affects, disturbs and aids the learning process towards interviewing skill. 
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THE DIAGNOSIS AND TREATMENT OF SCHIZOPHRENIA* 
By KARL MENNINGER, M.D. 


When the chairman of the Interstate Post-graduate Medical Association 
invited me to speak to the members of this association “on the diagnosis 
and treatment of dementia praecox”, I wrote in reply that I appreciate 
the invitation, but that this term “dementia praecox” had not been used 
by psychiatrists for twenty years. To this he responded somewhat in these 
words: “That is exactly why we want you to come and talk to us. There 
are a lot of old-fashioned fellows in this organization like myself who 
wouldn’t know what you meant if you called dementia praecox anything 
else”. As 

I will begin by explaining why I insisted upon the word “schizophrenia” 
instead of the word “dementia praecox” when the two words seem to some 
to mean the same thing. A good many doctors still think that it doesn’t 
make much difference what you call any mental illness; to be mad, they 
agree with Shakespeare, is simply to be mad. 

Fifty years ago there were many different kinds of “madness” in the 
‘books, and on the registers of the state hospitals. And consequently all 

"psychiatrists welcomed the work of Emil Kraepelin of Germany who proj 
posed to group together quite a few rather widely dissimilar conditions into 

one large category which he called “dementia” (because these conditions & 
seemed to have a malignant tendency and to tend toward deterioration 
plus praecox (because this deterioration seemed to begin early in li pA 
While it was a great step forward for him to group all of these conditions 
together and to invent this term “dementia praecox”, it was subsequently 
discovered that his inclusions had been rather too broad and his inferences 
as to the malignancy of the condition, its deteriorating tendency, 2° a 
as to its “precocious” appearance were somewhat unjustified. But by the 
time both the psychiatrists and the general public had become pessimisti? 
about “dementia praecox” and it had become almost a foregone conclusio? 
that a patient damned with the diagnosis of “dementia praecox” was hop? 
Jess. The doctors felt that way and acted that way, with the (partial 
result that the patients often turned out to be that way. Kraepelin himse 
had specified that a very considerable proportion of these patients seem? 
to recover but the word “dementia” seemed to contradict that possib: 

Then a Swiss psychiatrist by the name of Bleuler pointed out that the 
fundamental similarity in these cases was not the tendency to “dement, 


* Presented at the International Medical Assembly of the Interstate Postgradust? 
Association of North America, October 18, 1944, Chicago, Ilinois. Reprinte 
permission from Postgraduate Medicine, 2:275-281, October 1947. 
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nor yet the tendency to begin early, but rather certain psychological pecul- 
iarities which could best be described as a kind of splitting of mental func- 
tions, a disturbance of the processes of association and of the normal 
connections of the emotions with ideas. He introduced the name schizo- 
(split) phrenia (mind). And with this new name and new concept, psy- 
chiatrists became more optimistic, and more efficacious. 

; It may be that changing the name of something does not change the con- 
dition, but it does change our attitude toward that condition. If I were 
to suggest that there might be as many as 10 cases of coronary sclerosis 
right here in this room among the doctors in my audience, I doubt if anyone 
would feel inclined to contradict me. It would not be any reflection upon 
anyone, and clinical experience would lead us to suspect that it might well 
be so. But if I were to say that there were probably 10 cases of dementia 
praecox right here in this room, I don’t think you would like it and I don’t 
think you would believe it. You would look around, furtively; you would 


see no one behaving in an unseemly fashion, and you would think that my 


guess was totally unjustified by the indications. But if I said that there 
this room, I think you would 


might be 10 cases of schizophrenia right here in 

e more inclined to think it over without protest; perhaps you would wonder 
what makes me think so, or upon what basis I draw such a conclusion. At 
any rate, you would not be so alarmed and you would not be offended. All 
because I changed a name. ee 

You would probably want to ask me what the symptoms of incipient 
schizophrenia are so that, instead of looking about the room to see some- 
One acting strangely, you would think of more careful tests, just as one 
Would if he set out to see exactly how many cases of coronary sclerosis there 
Might be in the room. ý . 
å But before I plunge into the symptomatology of schizophrenia, I should 
like to talk rather more generally about the fact that doctors are so unfa- 
miliar with this symptomatology of schizophrenia as compared to their 


familiarity with the symptoms of a much less prevalent disease, coronary 
lieve, that in the practice of medicine 


ast one-half of the cases which the 
f illness the like of which he never 
h he was taught nothing about in 

which he must depend upon his 


e hysteria; some © 
actice consists of cases of organic 
Pathology of the type shown in chibits of our medical con- 
Ventions. Another third of medical practice jis mat 
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there are a good many physical indications of illness, but indications con- 
nected so closely with the emotional life of the patient that while the 
doctor may begin by treating a part of the patient—his back or his head 
perhaps—he ends up by having the whole patient to treat, with all of his 
troubles, his marital difficulties, (and extra-marital difficulties, sometimes) 
his economic difficulties, and so on. Then there is another third of the 
cases constituting the practice of the average physician which is made up 
of patients who have to be called psychiatric; they are cases in which the 
symptoms are many and the signs are few, in which the patient suffers 
much but the family often more—and not infrequently the doctor, t00- 
The patient has symptoms that distress the doctor partly because he (the 
doctor) doesn’t know what to do and partly because whatever he does seems 
to be wrong. Or the doctor realizes that the proper consideration of the 
patient’s symptoms take so much more time than he has available in his 
busy life that he enters into a half-hearted attempt to help the patient oF 
even with a certain grudge against the patient, which defeats him before 
he starts. Hence, very often he gets rid of the patient as rapidly as possible 
in hopes that someone else will do the job. 

The patients in this third category go by various names as I have sug- 
gested. Not all of them, by any means, can be said to suffer from neuroses 
although of course many of them do. Some of them are suffering from 


something more malignant. It is a very common error on the part of the, 


general physician to think that any patient whose complaints seem to 
grossly outnumber his physical signs of illness is a neurotic. Many of them 
are not neurotic, but psychotic. 

Now what is the difference between psychotic and neurotic? In every 
day language you know well enough what the difference is. A psychotic 
man, a patient with a psychosis, is one who is popularly described as 
“crazy”. He is irrational, he is unpredictable, he is not entirely responsib! ©, 
he is perhaps potentially or actually dangerous to himself or to the commu- 
nity. Such indeed is the picture of the full-fledged psychosis in most m 
stances. But in the early stages, a psychosis does not take on these malig- 
nant features. It may appear very much more in the form that many 
physicians regard as a typical “neurosis”, i.e., a condition in which the 
patient complains a great deal about something for which there seems to 
be no organic cause. 

Now, the commonest psychosis which masquerades as a n 
sometimes as a mild physical ailment or even as a surgical condition) * 
schizophrenia. Schizophrenia is one very important, if not the most impor 
tant, form of serious, malignant mental illness. By malignant I do ae 
mean that it is incurable; a large proportion of cases of schizophrenia 
not become seriously ill and a large number of them recover even after they 
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have become seriously ill. But there are so many cases of this illness in 
the country that it is still possible to say that a large number go through 
every doctor’s office and are called by him cardiac disease, appendicitis, 
malingering and neurosis when they are actually early incipient schizo- 
Phrenia. Some of them get better; some get worse. If they get worse, the 
Schizophrenia becomes obvious. Most of the schizophrenia patients in 
every psychiatric hospital have been previously treated outside by doctors 
Who thought they had a physical disease or a neurosis. 

“What is this schizophrenia, then?” you may ask. “Surely it is some- 
thing that I am missing for I do not see very many cases in my office that 
I would consider psychotic. You say it is so common, but IIl have to be 
Convinced. If I have seen it so often, I am sure that I did not remotely 
Suspect that I was seeing it.” i 

You are quite right; I am sure that you did not suspect it. If you are 
called to a private home to see a young boy of 18 or perhaps a woman of 
twice that age; if the parents tell you that this beloved member of the 
family has not been himself; that he has been talking somewhat irration- 
ally or inconsistently, and showing strange, pointless behavior out of keep- 
Ing with his or her previous pattern, the chances are ten to one that you are 
observing an acute instance of schizophrenia and that you are well aware of 
a Naturally you would exclude febrile delirium or hysteria (both of which 
àre relatively rare) or intoxication (regrettably somewhat more common) 
and other conditions which it might be. Excluding these things you are 
almost certainly right that this is a case of schizophrenia. Inquiry from 

e family will probably supply the information that this strange behavior 

een rather irregularly developing over & period of several hee or 
Months. The symptoms may have been of a quiet, silly dreamy type 
ey may consist of more or less hostile, suspicious, sullen and delusional 
behavior or th b isy, combative, disorderly type. We are all 
liari ay many ne H hotic) behavior; 
“tiliar with these three general pictures of disturbed (psy cho! “ieee 
tid is common to them all is their irrational, illogical, unpredicta 
ure, $ 

Such cases as this are easy to recognize, as I have we a ee 

Year medical student would be able to recognize them if he 
s represent only one stage 


h case j i 
d stage of the disease. It is a 


A sudden hemorrhage jn a person 
s us, and we wonder why no 
has been developing 


S early t; a better prognosis t's ‘ s 
Pecteq a means ee cough or a bronchiectasis or something of 


100 KARL MENNINGER 


the kind and given no treatment until he is thoroughly under the domina- 
tion of a tuberculous infection. 

Now something of the same sort is true in schizophrenia. The phase of 
the illness I have described is easy to recognize and such a patient is apt to 
be rushed away to prompt treatment, and often prompt recovery. But I 
would say that the slowly developing cases are ten or twenty or maybe 
fifty times more common than those with the picture that I have just de- 
scribed. 

Therefore, having given you this rather typical picture of the advanced 
or acutely flared case, let me get back to the earlier symptoms that one 
might have noticed in the same young man or woman had we seen him or 
her a year or two years or five years earlier. 

First of all, we ought to say that it is more than likely that two or five 
years earlier one might not have noticed any symptoms at all in the patient. 
Indeed the relatives have already been quoted as having said that these 
symptoms were only of a few weeks or months duration. But the symp- 
toms referred to were symptoms of the type shown by the patient when he 
was acutely ill. This does not mean that two years or five years or even 
ten years earlier there might not have been clues of what was going to 
happen. But the chances are that you would not have had an opportunity 
to notice these clues because the patient would not have been under medi- 
cal scrutiny. But while he may not have been under medical scrutiny. , he 
was certainly under someone’s scrutiny—his teachers, his friends, his par- 
ents, etc. But these people were not looking for symptoms of illness. 
They were functioning with this individual in whatever roles they habitu- 
ally fill. They were teaching him things, or giving him things, or playing 
ball with him, or whatever. He may have had his eccentricities and his 
peculiarities, but they were not regarded as illness. 

But assuming that you could have looked in on this patient not as 2 
teacher or as a parent, but as an observer and assuming that you might 
have been able to interview these teachers and parents, etc., what wou 
you have found out about this child that would be a clue as to what was 
going to develop two or five years later in the form that we have already 
described? ah 

You would have detected a certain interference with his contacts Ka 
other human beings, a kind of vague, slight, somewhat puzzling Wit 
drawal. Beyond this you would have very likely detected nothing. 

In the advanced stages of schizophrenia it is easy to see that the patie? 
seems to have abandoned all loyalty to reality and the facts of life hee 
we have all come by through the painful experiences of growing Up- s 
acts as if he were in a dream, or was sleepwalking. In a dream the w 
of gravity, time, space, color and identity, no longer hold, and so, 25% 
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in the earlier stages of schizophrenia one can often detect this unrealistic, 
mpractical, dream-like quality, by careful scrutiny. The trouble is that 
So many people have spells of this vagueness and withdrawal that it is a 
little difficult to say which person is developing what might be called a 
malignant dreaminess, a malignant impracticality and unrealistic attitude 
toward life. We all do a certain amount of daydreaming, self-deception, 
and Scotomatizing of realities. But the normal person has a tendency to 
“come back”, or “snap out of it”, pitching into the activities of life again 
for what they actually are and not for what he wishes they were. The 
Potential schizophrenic patient, however, has a tendency to go the other 
Way as if he found the world of real life too painful to endure. 

I am afraid I have made this appear much too clear and simple. A 
Sensitive child grows up in what is for him a harsh world or a cruel world, 
and instead of committing suicide he merely relapses and regresses into a 
dream-like state, which becomes more and more obvious, and there you have 
it: Schizophrenia. The only trouble is that that isn’t the way it usually 

“ppens. Plenty of children grow up in what appears to be the best of 
environments and yet develop schizophrenia while plenty of others grow up 
amid hardships and sufferings a-plenty and come no where near having 
Schizophrenia, Indeed some of the latter seem to be all the more realistic 
m their adjustments. k 

Chis has led many psychiatrists to believe that a special tendency to 
Schizophrenia, some kind of hyper-sensitiveness at least, is transmitted by 

*redity. There is no proof of this, however. There is much proof that 

he injuries suffered by those individuals who later become schizophrenic 
Occur very early in infancy. It may be the death of a mother, or neglect 
or harshness by the mother, incessant quarreling between the parents, hope- 

“88 rivalry with a much more popular or much more beautiful sister. Per- 

“PS any, perhaps all of these things can do it. Some of them may occur 
oe n in the most gentle and kindly and affectionate of families. Some- 

ing in the nature of an unendurable disappointment or wound causing 
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cover up, as the slang expression puts it. They deny the injury which 
they have experienced or the pain which they are suffering. They erect a 
facade or front. “Als well with me”, they seem to say. “J am one of the 
fellows; I am just like everybody else. I am a normal person.” And in- 
deed they act like normal persons, as much as they can. They go to the 
same schools, they complete the same work, they seek the same goals, they 
do the same things that all the rest of us do. Often they are noticeable 
only for a certain reticence, shyness, perhaps slight eccentricity. Just as 
often, they are not conspicuous at all. So much of this depends upon their 
ability or luck in maintaining this false front. 

What is underneath that front? One might say that the same sort of 
thing goes on in the emotional life that goes on when an abscess slowly de- 
velops beneath the surface of the body, for example, in the lungs or in the 
liver. There has been an injury, an infection. Counteracting processes 
have been set up so that tenseness and pressure and potential pain are 
gathering. But all of this is concealed from the outsider. There is intense 
conflict and tension and anxiety and strong feelings of bitterness, resent- 
ment and hate toward those very people with which the external relation- 
ships may be so perfectly normal. “I hate them! They don’t treat me 
right. They will never love me and I will never love them. I hate them 
and I could kill them all! But I must not let them know all this. I must 
cover it up, because they might read my thoughts and then they wouldn’t 
like me and wouldn’t be nice to me.” 

All this is covered up as long as possible—by trivial conversation, pleasant 
greetings, chat about the movies or the picnic and the next date, an tl G 
rest of the ordinary things of adolescent or early adult life. For the chief 
problem in the person who is going to develop what we call schizophren™ 
is, “How can I conirol the bitterness and hatred I feel because of the unen- 
durable sorrow and disappointment that life has brought to me?” His 
efforts to control it often show themselves in various kinds of withdrawal, 
lone-wolfishness, seclusiveness, even mild suspiciousness, or just a quiet 
going of one’s own way with disinterest in active social participation. 

Thus it is really very difficult to detect schizophrenia in its early stages: 
Every psychiatrist sees a great many patients about whom he is undeciaee- 
Often he can not tell even after he has obtained a most complete life his- 
tory, and the observations of many other people. 

Fortunately we are not entirely helpless in the matter of diagnosis, how- 
ever. Many of you will recall that before the Wassermann test for syP: 
was introduced, a man was not recognized as having syphilis unless he ha 
open lesions or some of the other well known clinical manifestations o 
syphilis. Sometimes we were not certain about the diagnosis from $ 
observation of the lesions alone and particularly in these cases we va 
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(oleae Ss Reser test was discovered and proved to be of 
ind See se tree found that many patients had syphilis who 
(ete same Bie! there have been devised psychological tests which are 
hess te ~~ atrists just as a Wassermann test is useful to internists. 
ee sts not only help to make a definite diagnosis in doubtful cases, 
oa T can be applied to apparently normal patients, and in such patients 
A y veal the presence of schizophrenic tendencies which do not show in 
ny clinical way. 
pee prea psychiatrist cannot do these tests. I cannot do them any 
ne sn I could do a Wassermann test, although I learned about the 
Eeten medical school. But I do know what the results of a Wassermann 
ee n, and I do know what the results of such psychological tests mean, 
maby ieee: them equally. Using such tests, we know now that a great 
invalids ses that we used to call neuroses, neurasthenia, alcoholism, chronic 
eine and many other things are actually cases of schizophrenia. 

the pa we have today a concept of schizophrenia very much broader than 
a ae used to have in the old “dementia praecox” days. We know 
aT there are actually many (potential) schizophrenics who do not 
The Aan Mle never become patients, neither yours nor mine. 
y often do very creditable and capable things in the world. Neverthe- 
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then return to her gentle demureness and appear to be as loving as ever? 
One can see how unrealistic, how contradictory, how perverse, how incon- 
sistent, how really unrealistic such behavior is. But psychological tests 
are far more definite than these presumptions. 

The most important cases of overt schizophrenia are not those in which 
the break through appears in such aggressive and violent direct action as 
I have described. In fact, most cases of schizophrenia are not dangerous. 
The commonest type of “break-through,” the one that is most familiar to 
the doctors in this audience, is that in which the conflict appears in the form 
of physical symptoms. These physical symptoms usually appear as chronic 
pains in the abdomen or in the back or in the head. I could fill many 
pages with case histories of these. For example, a very successful sales- 
woman began to feel nervous and jittery when she was 44 years old. This 
was ascribed to the menopause. She began having recurrent attacks of 
pain in the back, feelings of anxiety and tremblings of the hands. She was 
given the usual medication for the menopause. This was of no particular 
benefit to her. She went from physician to physician; during the year m 
which she was examined by me she had seen 8 other physicians all of whom 
had assured her that there was nothing seriously or organically wrong. But 
a careful psychiatric examination confirmed by psychological tests showed 
that there was something very seriously wrong; she was developing 2? 
overt schizophrenia, and a year later she was in the locked wards of a 
psychiatric hospital. 

The surgeon sees even more of these cases than the medical men, I 
pect. And the surgeon is apt to be taken entirely unawares by them. 
am not talking now about those cases which develop schizophrenic sy™P- 
toms after an operation—which sometimes occurs. I am speaking of cases 
who come to surgeons with symptoms that suggest a so-called chrome 
appendicitis and other vague surgical affections. Sometimes the operation 
is very definitely indicated. Furthermore the curious phenomenon is often 
observed that an operation seems to postpone the outbreak of schizophreni® 
and sometimes to control it. I have seen many of these patients who have 
had operation after operation each time based upon physical symptoms, to 
be sure, but symptoms which developed in connection with the threatene 
outbreak of their schizophrenic tendencies. 

I certainly don’t mean by this that I think surgeons should op 
merely for the purpose of forestalling schizophrenic attacks, because SOP” 
times it has the opposite effect, as I have already mentioned. Furthermore, 
no surgeon wants to have his surgery turned into a placebo method. AS 
yet we do not exactly know what to do with such patients, and it is a safe 
tule that the best thing to do is simply to follow the necessary establishe 
indications for imperative surgery. 
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A few words about treatment and prognosis, and I am through. When 
a case is definitely recognized to be one of schizophrenia, most physicians 
want to get rid of that patient. In this they are very wise. Of the many 
psychiatric conditions which physicians and surgeons who are not psychia- 
trically trained can and should handle, schizophrenia is not one. All psy- 
chiatrists believe and advocate that general physicians, internists and sur- 
geons should treat many psychiatric patients. They have to, as a matter 
of fact. There are not enough psychiatrists to take care of one-fourth of 
the number of psychiatric patients now known to be seeking medical help 
and there will not be enough psychiatrists for many years. But in spite of 
this, I do not think that physicians and surgeons should attempt to treat 
schizophrenic patients. They are the most difficult, the most delicate, the 
most potentially disastrous of all psychiatric patients. By its very nature, 
as I have described it, which is that of repudiating reality and living ina 
self-limited, self-defined, self-created, self-ruled world, the schizophrenic 
Patient puts himself outside of the jurisdiction of conventional medical 
Practice. i 

I know that some physicians feel justified in administering electric-shock 
treatment to patients they consider to be schizophrenic as soon as they 
detect this. Psychiatrists in general and I in particular strongly condemn 
this procedure. In the first place electric shock is by no means the treat- 
ment of choice, if indeed it is of any use whatever, in schizophrenia. In- 
Sulin shock is sometimes beneficial, but it should be done only by someone 
With a great deal of experience in the selection of cases and in the adminis- 
tration of the treatment. Furthermore, it is generally agreed among psy- 
chiatrists that the effective use of any kind of shock therapy involves the 
Strategic application and careful timing of psychotherapy, and to do this 
Without preparation simply because one can apply an electr! ode or give a 
ag intravenously is dishonest and dangerous. Indeed, it is in my opinion, 
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institution (but often outside of the home) where the patient can success- 
fully adjust himself. Above all, such patients should not be allowed to get 
into situations which they cannot stand, and if they are already in situations 
that they cannot stand they should be gotten into situations which require 
less of them. Whether a patient requires, in addition to such a change m 
his life situation, the special psychotherapeutic treatment which a psychia- 
trist can give would depend upon the individual case and upon the severity 
of the symptoms. The vast majority of schizophrenics at the present get 
no treatment, but many of them would be very much helped by some pro- 
tective, supportive treatment which their family physician could give them 
and a great many could undoubtedly be improved, if not cured, by the 
proper type of special psychiatric treatment. ` 

The prognosis of schizophrenia is much better than most people think. 
If one is going to judge it by the terrible cases (and they are too many an 
too terrible) that never get well, cases which fill the state hospitals, then 
one has a right to be pessimistic. But one should remember two things. 
In the first place many of these patients remain ill just because they are 
pessimistically regarded, and hence neglected. In the second place even 
these thousands of hopeless patients constitute a small minority of the total 
of cases of schizophrenia. I am not speaking now of the latent cases o 
schizophrenia, but even of the overt cases. If a medical student was shown 
only the advanced, ulcerative, disseminated stage of carcinoma he woul 
certainly come to the conclusion that it is a rare and an incurable disease. 
And yet we all know that early cases of carcinoma can be successfully 
treated and are being successfully treated. Schizophrenia has a much better 
prognosis than carcinoma, and on the same basis, namely, that it be recog- 
nized early for what it is and not taken to be something else—appendicitis, 
idiopathic pruritis vulvae, or neurasthenia. 
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New Fields in Psychiatry. By Davi M. Levy. Price $2.75. Pp. 171. 
New York, W. W. Norton & Company, Inc., 1947. 
s is a 170 page book reporting the Salmon Lectures in 1947 as given 
RA Doctor Levy. Itis divided into eleven chapters that briefly set forth 
ae of Doctor Levy’s point of view and expe iences in child guidance, 
eee psychiatry, delinquency, social work, educational psychiatry, 
en ustrial psychiatry, military psychiatry, induction centers, personnel 
= ection and political psychiatry. The book represents a progressive and 
gestive set of ideas that are interesting and easy reading. 
his he book is concluded with a forty page, sample case study of some of 
: Work in the selection of anti-nazi publishers among the populace in 
= rmany under the U. S. government auspices immediately following the 
ar. (W.C.M.). 


Suggestive Therapeutics. By H. Burner. Price $5.00. Pp. 420. New 
ork, London Book Co., 1947. 
e other reflection of revived interest in hypnosis as an aid in psycho- 
lies wy, is the reprinting of this work, the historical importance of which 
icalist, its articulate expression of the passionate battle between the “phys- 
School, or Charcot’s Paris school and the “suggestionists” of the Nancy 
Ypnos} It is in the work of the latter group that modern concepts of 
“Su OSIS as a psychological phenomenon are rooted. In Bernheim’s time 
8gestion” was used broadly to represent psychological theories of 
of ne as opposed to those of the “physicalist” school. As the intensity 
of 38 debate has lessened with the development of psychodynamic theories 
ha Personality and hypnosis, “suggestion” as an explanation of hypnosis 
Fr ompletely lost its value. 
i a ae Mee of clinical material, y ao 
alli athological state analogous to hysteri phenc 1 € 
T to sleep; 2) a “real milliiteneed" to be hypnotized is requisite for 
Mela; SS; (3) children are in general more amenable than adults; (4) in 
neholia, hypochondriasis and “certain neuropathic cases” resistance to 
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y great. as x 
unde! Sugh this book may seem primitive in its lack of psychodynamic 
oE the. anding, it remains one of the most reliable sources of observation 
by Phenomena of hypnosis and a milestone in the aint of treatment 
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Problems of Early Infancy. Edited by Miron J. E. Senn. Price $.75 

Pp. 70. New York, Josiah Macy, Jr. Foundation, 1947. 

This 70 page booklet contains a report on the first of a series of confer- 
ences called together by the Josiah Macy, Jr. Foundation for a discussion 
of the problems of early infancy. The conference was attended by 22 
members, representing a cross section of the professional disciplines con- 
cerned with infant welfare. The report contains 14 separate brief papers, 
dealing principally with new devices in infant care such as rooming-in an 
self-demand schedules. . r 

Seven chapters report on practical experience with these devices in vart- 
ous localities and from various points of view. The remaining papes 
present more theoretical discussion of the issues involved, most presenters 
being either psychoanalysts or analytically oriented. The overwhelming 
majority of discussants expressed almost unqualified approval of rqoming-12. 
and seli-demand procedures; only 2 stressed the need for more systematic 
investigation and felt that these methods can be used to good advantage 
only with well adjusted mothers. 

For those interested in concrete aspects of infant care the booklet pro- 
vides reliable information on up to date methods. Since the purpose 0 
this conference is the exchange of opinions among various professiona 
disciplines this report does not give a comprehensive view of the problems 
of early infancy but rather an informal discussion of various aspects: 
(Sibylle Escalona, Ph.D.). 


Some Special Problems of Children Aged Two to Five. By Nina RIDENOUR 
in collaboration with Isanen JoHNsoN. Drawings by Barbara Cooney. 
Price $.75 per set. New York, New York City Committee on Menta 
Hygiene, 1947. 

An appealingly designed as well as interestingly and reassuri 
series of pamphlets is now available to parents, both new and not $ 
They have been prepared so as to satisfy, as well as any written an 
erally applicable material can, the parent’s curiosity about “Why does ae 
do it?” and “What shall I do about it?” (with the authors implying when 
not stating what should I not do about it). The series includes: J- when g 
Child is Destructive. 2. When a Child Masturbates. 3. When a Chile 
Still Wets. 4. When a Child Hurts other Children. 5. When 2 Child 
has Fears. 6. When a Child Won’t Share. 7. When a Child Uses Ba 
oo 8. When a Child Still Sucks His Thumb. (Catharine Men- 
ninger). 
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Doctors Differ: Five Studies in Contrast By HARLEY Winurams. Price 
$3.50. Pp. 253. London, Jonathan Cape, 1946. «cit 
Five medical biographies written by a London psychiatrist whose visi 

to us some ten years ago is pleasantly remembered. Of these, the most 10 

teresting to psychiatrists will be that of John Elliotson, an early 1 

century physician who caught a vision of the importance of hypnosis, bui 

in spite of a valiant fight against orthodox medical opinion was defeatet 
and discredited. Thereby, as the author says, the new science of psy@” 
atry was condemned to diea premature infant. For over fifty years afte 
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Elliotson, mental illness and mental hospitals were left out of medical 
consideration. 

An addition, the lives of Hugh Owen Thomas, eccentric bone-setter of 
Liverpool and uncle of the famous Sir Robert James who founded ortho- 
Pedics, the cardiologist James McKenzie, the internist Wm. Osler, the 
neurosurgeons Wm. Macewen and Victor Horsley, and the phthisiologist 
Sir Robert Phillip are sketched. (Karl A. Menninger, M.D.). 


Spiritism. By G. H. Esrasrooxs. Price $3.00. Pp. 235. New York, 

E. P. Dutton & Co., 1947. 

This is an examination of some of the data regarding alleged telepathy 
mediums, spirit communication, ete. Like William James, the author, 
ti © is a competent psychologist and educator, is able to give an explana- 

10n for some of these phenomena, to guess at explanations for some others 
and to conclude regarding still others that we have no valid explanations. 
the oes not go as far as Rhine or Eisenbud, but he does go a little further 

an Freud. (K. A. M.). 


Thematic Apperception Test. By Suvan L. Toxins. Price $5.00. Pp. 
1. „New York, Grune & Stratton, 1947. , 
and r. Tomkins has done more in this volume than ably describe the test 
mai review conscientiously 15 years of T.A.T. literature. Being one of the 
S contributors in research on projective techniques he has, for example, 
S uced a new scoring system and has deepened the meantig gi thie 
analya alytic concept of repression in order to adapt it to T.A.T. level 
's book can be looked at as a projection, & “story” response of the 
Tycho logical profession, and thus shows the many different uses of the 
inqui, structure in different branches of psychological and aoe 
ideolovieg nt application, in the framework of different psychologica 
com) . 
of oMparatively small part of the v 
situatia AT, in therapy which again is 
m clinical psychology. sa . ; 
Usef; v Lomikins? ae A ie aoe to indicate a shift in emphasis, a more 
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volut ic relationship, and the problem of ee Dae 
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that epilepsy is a number of diseases with common symptoms—episodic, 
repetitive changes in consciousness; that a threshold for such changes an 
for convulsions exists in the nervous system of higher animals; that un- 
known processes may lower this threshold; that precipitating factors for 
an attack may be brain-traumatic, chemical or affective, endogenous Or 
external; and that treatment remains largely empirical, however much the 
ideal of personality-as-a-whole is advocated. ‘The difficulty appears to 
be that of dealing holistically with any problem so long as its essential 
nature stays unformulated. (R. L. Sutherland, M.D.). 


Child Development and the Curriculum. By Anraur T. Jersmp in col- 
laboration with Mary E. CHAYER, CHARLOTTE FEHLMAN, GERTRUDE 
HILDRETH, AND MARION YOUNG. Price $2.75. Pp. 274. New York, 
Bureau of Publications, Teachers College, Columbia University, 1946. 
The experiment in child development conducted by The Horace Mann: 

Lincoln Institute of Teachers College, Columbia University, is reporte 

in this book. The authors review the child’s development from birt 

through adolescence. The child’s ability and capacity at each age level 
is indicated. The numerous research projects in progressive education 
are critically presented. This book is highly recommended for educators, 

superintendents, and guidance directors. (E. D. Greenwood, M.D.). 


Treatment Considerations in the Reassignment of Clients. By REGINA 
Fresca. Price $0.85. Pp.81. New York, Family Service Association 
of America, 1947. P 
While written primarily for the social work practitioner in a family 

welfare agency, the problems presented (those involved in transferring ® 

worker (therapist) to another) are also basic to other helping relationships. 

Through a generous use of case illustrations the author presents & study 
of the dynamics involved for the client (patient) as well as the worker 
faced with a separation experience. The second portion of the monograp? 
deals with the technical skills involved in enabling the client to ma e phe 
transition. 

Such questions as should the case be terminated or transferred; how 
can the worker’s impending departure be used dynamically to facilitate 
progress in treatment; what goes into selecting a new worker, are also 
considered. The treatment of this problem as one worthy of serious Pro" 
fessional consideration should prove interesting not only to social workers 
but to psychiatrists as well. (Marcia A. Leader). 


Introduction to Methods in Experimental Psychology. By Mus A. TIN KER: 
Price $4.00. Pp. 232. New York, D. Appleton-Century Company» 


947. 

In the preface, Epictetus is quoted as saying, “Sheep are not to produce 
the grass which they have eaten, but wool and milk.” This is an apothegts 
which every teacher might thoughtfully contemplate. The book its¢ 
is designed to provide beginning psychology students with experience fe 
performing simple “experiments” and in describing the procedure, result® 
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and conclusions in acceptable ways. The “experiments” range from an 
investigation of “color preferences” to the “measurement of introversion- 
extroversion.”” The author is to be commended for minimizing the quan- 
tity of dull and meaningless “exercises” usually encountered in books of 
this type and for the remarkably clear descriptions of basic statistical 
methods. (Robert C. Challman, Ph.D.). 


Unhappy Marriage and Divorce. By Epmunp BERGLER. Price $2.50. 

Pp. 167. New York, International University Press, 1946. 

Dr. Bergler’s special interest in problems of human adjustment that 
affect marital relationships has yielded many fruitful contributions in 
Psychoanalytic literature. This new book is no exception. It contains 
excellent discussions of unconscious factors in the life of neurotic people 
hat lead to unhappiness in marriage and to divorce. Particularly well 
*rmulated seems his explanation of love in its tender and sexual aspects. 

ince he sees these problems from the point of view of the psychoanalyst 
Whose method of alleviation is analytic treatment he rejects any explana- 
lon of a sociological or even ego-psychological nature. Formulations that 
mah at unconscious motivations will be appreciated and understood by the 

ytically oriented clinician. 3 

ut for ths lay Set and for the scientist from other fields some of his 
tpuclusions will give the impression of dogmatism. Since it seems that 

c author wrote the volume for the reading public it is felt that he may 
igouse resistance rather than new conviction. While one may then take 
Issue with the provocative manner of his presentation one certainly will 

ant to recommend the book to those who are identified with psycho- 
analysis and therefore will realize that his “explanations” refer to psycho- 
analytic treatment and not to many other psychological and sociological 
“Spects of marriage. (Rudolf Ekstein, Ph.D.). 


Chronic Di i idism; A Psychosomatic Stud 
€ Disease and Psy chological Invalidism; sychoso y. 
Pun URGEN RurscH in collaboration with Rosert E. Harris ET AL. 
> Tce $3.00, Pp. 191. New York, The American Society for Research 


Che S¥chosomati s, Ine., 1946. à 

sty tonic Deviate al Pushin Invalidism is a very, serious D page 
Patient? a neglected problem in psychosomatic medicine, dealing wi 
implici Selected basis of chroni d ini i i 
thaicit expectation. iah is made fairly explicit in the introdu 
Unseen © Mceurability is sometimes itself a symptom, amd a symp om ; pa 
Study? Unrecognized factor in the illness. The aut o F ey carefully 
There 2PProximately 200 patients in quite a number o erent rer 
tisti © are some social statistics, educational statistics, occupational i a- 
Profle Marriage statistics, Minnesota multiphasic personality invent ory 
from | Statistics, and many others relating to categorical, dan, aes d 
Certain ©, Patients. There is a discussion with excell n pe ee ed 


city and incurability, with the 


c Situati i tain character pro a 
seolta o E a uo There is a short and -very ous 
on on treatment (perhaps the best section in the book). (K. A. M.). 
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Psychoanalysis and the Social Scrences, Vol. I. Edited by Geza ROREM. 
Frico $7.50. Pp. 427. New York, International Universities Press, 
1947. 

Fifteen articles are contained in this new annual. Roheim, the editor, 
contributes a discussion of the relation of psychoanalysis to anthropology 
and an exposition of dream analysis as it may be used in anthropological 
field work. Spitzer writes of Japanese character structure, and there 1s 
an excellent article by Kluckhorn on Navaho child-rearing practices. 
The relation of the Narcissus myth to the idea of death is explored by 
Bunker. Several papers offer psychoanalytic interpretations of social 
phenomena—rituals and games (Bunker, Feldman, Lorand); Negro race 
prejudice and race riots, which Sterba links with sibling rivalry and father 
hatred, respectively; and religious experience (Hitschmann). It is clear 
from many of these papers that despite sociologists’ objections, the myth 
of the “primal horde” is accepted as unreservedly as ever. Creative writing 
is examined by Oberndorf and by Bergler, the latter characteristically 
stressing its oral determinants. Kris and Leites compare democratic wit 
totalitarian propaganda, and discuss differences in propaganda during 
World Wars I and II. A very thorough and thoughtful historical paper 
on anti-semitism by Loewenstein is included. In terms both of psycho- 
analysis and social science, however, the most basic of all these contribu- 
tions unquestionably is Hartmann’s analysis of rational and irrationa: 
action. (Louisa P. Holt, M.A.). 
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THE PRACTICAL APPLICATION OF BASIC MENTAL HYGIENE 
PRINCIPLES BY THE CORNELIAN CORNER* 


By LEO H. BARTEMEIER, M.D.t+ 


Some time during the early months of 1942 two Detroit physicians, who 
regularly met each other for luncheon, began to engage in serious discussions 
about problems which had been concerning each of them for a rather long 
time. The pediatrician was preoccupied with the difficulties which so 
many mothers experienced in connection with the feeding and the care of 
their infants. It seemed to him that much of their anxiety and the obvious 
dissatisfactions of their infants were unnecessary and unnatural. In his 
effort to solve this problem he had broken with the traditional procedures 
and had advised the mothers to feed their infants as often as they seemed 
to want nourishment and to let them have as much as they would take. 
The results had been most gratifying. The mothers’ anxieties diminished 
and the infants were appreciably more contented. This departure from 
the rigidity of feeding schedules was contrary, however, to what he had 

een taught and not in keeping with the practice of his colleagues. 

The Psychiatrist with whom he discussed this matter had been particu- 
larly concerned about the difficulties he had experienced in treating patients 
Who suffered from severe mental disorders which often required long periods 
of hospitalization. He knew that their illnesses stemmed from intense 

‘satisfactions they had repeatedly suffered in their infancy and babyhood. 
© Was intrigued with the contentment and satisfaction of both mothers 
and infants which the pediatrician had observed after he had allowed the 
Infants to indicate how much and how often they should receive nourish- 
Ment. In this radical break with traditional pediatric procedure the 
Psychiatrist, saw one possibility for improving the mother-child relationship 
and for lessening the incidence of the serious mental disorders of adult life. 
ike the pediatrician he was especially interested in preventive medicine. 
Si ese two physicians then began discussing their mutual interests with 
ne ew of their colleagues and learned that they too were concerned with the 
a Problems. A small group, which included an obstetrician, an expert 
comei tion, a registered nurse and a clinical psychologist, decided to 
Mue and enlarge the original discussions between the psychiatrist and 

= Approximately simultaneous publication here and in the Journal of the Michigan 
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the pediatrician and to meet at regular intervals for the purpose of this 
collaboration. Accordingly, on November 12, 1942, they formed a small 
organization which they named the Cornelian Corner. The first Article 
of the Constitution which they framed at that time describes why they 
chose this name for their society. It reads as follows: 


“This association shall be named after Cornelia, daughter of Scipio 
Africanus, the Elder, mother of the Gracchi and of Sempronia, the wife 
of Scipio Africanus, the Younger. On the death of her husband, 
refusing numerous offers of marriage, she devoted herself to the edu- 
cation of her twelve children. When asked to show her jewels, she 
presented her sons, and on her death a statue was erected to her mem- 
ory inscribed, ‘Cornelia, the mother of the Gracchi’. The sons, Tibe- 
rius and Gaius, devoted their lives to the welfare of their fellow men- 

“When the kitchen was used by the family as a ‘living room’ it was 
customary for the mother to face a corner of the room when nursing 
her infant. Thus her back was turned to others in the room and both 
she and the infant were more removed from disturbing influences.” 


During the early meetings of this small group their discussions we? 
confined in the main to the cultural influences which have effected a nea" 
disappearance of the nursing of infants and how this natural procedure 
might be re-established in the American scene. As their discussions con- 
tinued, their objectives came to include all those early parental influences 
which determine so importantly the favorable or unfavorable evolution 
and development of character traits. They outlined these objectives in 
Article II of their constitution which reads as follows: 


“Purpose.—Believing that a program aimed at relief of the cultural 
tensions so frequently incident to feeding, toilet training, and chi 
discipline represents the nuclear approach to the problem of mental 
hygiene, we dedicate ourselves to such a program. 

The purpose of this association, therefore, shall be to promote 
healthy parent-child relationships. 

We will strive toward the achievement of this objective: i 

1. Through research in the fields of child development and family 
life. 

2. Through the education of parents, especially expectant mothers 
and fathers, as to the basic needs of the developing child. 

3. Through the wide promulgation to professional groups of all pe 
tinent information regarding the developing child and his env 
ronmental needs. b 
a) We will strongly advocate the abandonment of the artificial 

practice of separating the newborn child from his parents- 
b) With the conviction that it is advantageous to both mothe” 
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and child, we will encourage the breast feeding of infants with 
opportunity to nurse whenever the infant is hungry or 
anxious.” 


During the five years that it has been in existence the Cornelian Corner 
has won the interest and the enthusiastic support of a surprisingly large 
number of people. For the past two years it has conducted seminars for 
Physicians and for the nurses in charge of the pediatric and obstetrical 
Wards in the general hospitals of metropolitan Detroit and the neighboring 
communities. These seminars have been made possible through a grant 
from the Children’s Fund of Michigan. They have been conducted by 
leading pediatricians, psychiatrists, obstetricians and other specialists in 
the field of child development. In addition to this educational project, 
the Cornelian Corner has gained the cooperation of five Detroit hospitals 
1n its project to have infants remain in the same room with their mothers 
from the time of their birth. This has already been carried out in a number 
of instances and some valuable data has been collected which already 

€monstrates the desirability for such procedures. 

This brief history of the Cornelian Corner of Detroit constitutes a new 

evelopment in preventive medicine and represents the first organized re- 
action to the most crucial human problem in our culture. This problem is 
reflected in the objectives of the Cornelian Corner. These objectives aim to 
re-establish the practices in infant care which were in vogue fifty years ago 
When babies were born in the home and mothers and fathers sensed the 
“nportance of satisfying their needs. Fifty years ago it was customary for 
mothers to nurse their babies, to feed them as often as they seemed to need 
Nourishment, and to give them a great deal of mothering. Fathers com- 
monly assisted in the care of their infants, and brothers and sisters had free 
Sgets to the new baby almost from the time of its birth. These practices 
ere wholesome and natural, but many mothers died in connection with 
Ouldbirth and the percentage of infants who succumbed to infections was 
“ty large. It is a tribute to the progress of medical science that the 
ee of maternal and infant deaths has been reduced to a minimum. 
and Scientific discoveries which have protected the lives of so many mothers 
A Infants have, however, eliminated many of the old fashioned practices 
t "nected with infant care. Physicians have concerned themselves with 
lite Strict enforcement of all procedures which insured the saving of ame 

on th lhe personal care that mothers and fathers had previously es pi 
Mola newborn became the professional duty of hospital nurses E i e 
ang 02 of the infant became an accepted procedure. Strict ae ooN 
Dlacg E Uations for the feeding and general care of the baby in the a re- 
he natural ways in which parents of a former generation looked 
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The Cornelian Corner encourages the restoration of these folkways within 
the framework of present day medical procedures. The rationale for this 
new effort lies in the fact that the great discoveries of Freud have revealed 
that the old fashioned practices were psychologically sound and essential for 
the wholesome evolution and development of personality. These dis- 
coveries, which were derived from years of painstaking clinical investi- 
gations, have not only been confirmed by the researches of many other 
psychoanalysts but have gained general acceptance by psychiatrists and an 
increasing number of pediatricians. 

These clinical investigations have repeatedly demonstrated that through- 
out the period of infancy and babyhood the entire existence of every child 
is dominated by two inherited strivings. One of these is the instinct of 
hunger and the other is the instinct for love and all that it implies at this 
period of development. Experiences which interfere with the gratificatio? 
of either one of these instinctual strivings produce tension, discomfort an 
pain. The repeated occurrence of such states of tension gives rise t0 
anxiety, to disturbances in digestion and to other interferences with the 
natural development of the child. Every infant, for example, in addition 
to the satisfaction of his hunger, also needs the gratification of his impulse 
to suck. No man-made schedules can adequately supply the satisfactions 
of these instinctual needs. They are inherited biological strivings which 
every good mother senses and knows how to satisfy. They vary in thei 
intensity from one child to another—just as each infant even in the same 
family shows individual characteristics from the time of its pirth. The 
need for a great deal of close proximity to his mother’s body and all that we 
understand by the term mothering is just as important for the wholesome 
development of the infant as the need to be adequately fed. This nature 
mothering establishes the first human relationship which becomes the foun- 
dation for all other subsequent relationships and influences the character ° 
the individual throughout his entire life. 

The second objective of the Cornelian Corner is “the education of parents» 
especially expectant mothers and fathers, as to the basic needs of the de- 
veloping child.” The Cornelian Corner encourages the expectant father t0 
accompany his wife on her first visit to the obstetrician and learn directly 
about her needs during the prenatal period so that he can share her expe!? 
ence with her and assist her to become a good mother. i 

Through its efforts to have the new-born infant in the same room with? ‘ 
mother from the time of birth the Cornelian Corner hopes to make it P® 
sible for the father of the child to visit as often as he can. It encourage 
him to hold his infant so that he, too, may begin to love his child as early a 
possible. 

The Cornelian Corer is, therefore, a mental hygiene project whi 
to promote better parent-child relationships from the very beginning 
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A COMMENTARY ON THE ORAL PHASE OF 
PSYCHOSEXUAL DEVELOPMENT 


By MARY LEITCH, M.D. 


The object of this thesis is to describe the cases of several infants and to 
study them in the light of certain assumptions of psychoanalytic theory, 
Principally those concerning the oral phase of psychosexual development. 
It will first be necessary to review very briefly the relevant psychoanalytic 
Concepts as they appear in the literature. This will be followed by pre- 
Sentation and discussion of observational data. 


Notes on the Literature 


a.) The oral phase—descriptive. Abraham, who wrote extensively on this 
topic, stated that it was chiefly psychopathological material which com- 
Pelled Freud and later himself to assume the existence of the phase in early 
infancy. This material and, apparently, a few unsystematic observations 
of infants led to the theory that the oral phase has two stages—an earlier 
One which is characterized by pleasurable sucking activity and a later one 
Which is distinguished by the onset of pleasurable biting activities which 
Teplace in considerable part the pleasure in sucking. The gratification from 
the sucking and biting activities is considered a libidinal one. 

b.) The inter-action of constitutional and experiential factors in determining 
the amount of oral activity (suckling, thumb sucking and similar activities) in 
infancy. Abraham and Freud indicated that suckling serves a double 

Unction, the infant obtaining nourishment and also experiencing satis- 
action as a result of the stimulation of an erogenous zone, the mucous 
Membranes of the lips.* This satisfaction or oral pleasure is further aug- 
pented by thumb sucking and similar activities. Both Abraham and 
ia noted that there are individual variations in the degree of the tend- 
€Y to suck for pleasure. These variations are, apparently, to be ascribed 

e inter-action of experiential and constitutional factors. 

“reud stated that the feeling of need in an erogenous zone can be awak- 

ed peripherally “through an actual change” in the zone.} 
eugybreham pointed out that some infants are permitted much more is E 
elab Ng activity by their mothers than are other infanta: Anin reu 

Orates on this theme of the frustrations imposed by the environment 


* 
tone tds Freud designates the mucous membranes of the mouth as the erogenous 
ry duestion, not limiting the sensitive area to the lips alone. 
Chan © author interprets “actual change” to mean a temporary or permanent 
ding” Im the physiology and/or structure of the zone resulting from injury, physical 
A ae: 
© or contact with an external irritant. 
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and stresses the fact that a bad mother-child relationship may lead to refusal 
of nourishment. : 

Freud stated that it may be assumed that thumb sucking occurs only in 
children in whom the erogenous significance of the lip zone is “constitution- 
ally reinforced”. Unfortunately it is not known to what age of child he 
referred. Concerning infants in the first year of life, Anna Freud and 
Dorothy Burlingham state that thumb sucking occurs “profusely under all 
conditions,” though its frequency and intensity varies from infant to infant. 
Anna Freud believes that thumb sucking plays an important part as à 
general comforter before sleep, when the child is lonely and dull, etc. If 
this is so, one would expect the amount of thumb sucking in any one infant 
to be determined not only by the strength of the constitutional factor, but 
also by conditions provoking dullness and other unpleasurable feelings 12 
the infant. 

Margaret Fries, on the basis of her work with infants, suggests that con- 
stitutional differences are partly responsible for the wide variations in the 
“activity patterns” (total amount of activity in twenty-four hours) of new- 
born infants and, apparently, these differences are reflected in the charac 
teristics of the infants’ suckling habits. The infant with a quiet “activity 
pattern” does not grasp the nipple so quickly as the more active infant an! 
also can be distinguished from the latter by falling asleep during the nurs- 
ing, remaining quiet or going to sleep when the nipple is removed, once it has 
just commenced to nurse well, and having to be urged to take the nipple 
again. . 

c.) Fixation and regression.* Abraham pointed out that there are many 
ways in which development in the oral phase may suffer disturbance inte 
fering with progression to the anal phase. As one source of disturbance m 
the sucking stage, he mentioned any quantitative divergence from the usu 
degree of pleasure gained. Whether the child had been indulged too much 
or too little, he believed the effect to be the same—difficulty for the child i2 
taking leave of the sucking stage and fastening with particular intensity op 
the pleasures to be gotten from the next or biting stage. 

Perhaps the most concise presentation of the causes of fixation and r4 
gression is that made by Fenichel. He points out that fixation and regres 
sion are complementary to one another and that the stronger the fixatio? 
the more readily will regression take place if difficulties arise. The mos 
important factors responsible for evoking fixations are listed as 1) hereditary 
tendencies and 2) experiential factors, for example: excessive satisfactio 


x PA y $ jigi? 
* In accordance with the definition of regression given by Freud’ in ahs O 
and Development of Psychoanalysis,” the term regression is meant to indica 
return to an earlier phase of sexual life. 
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at a given level; excessive frustrations at a given level; abrupt changes from 
excessive satisfactions to excessive frustration. 

d.) Oral erotism as a source of character formation. Abraham discussed 
the importance of oral erotism in character formation. He regarded the 
following as oral character traits—optimism or pessimism, impatient impor- 
tunity, behaviorally always asking for something (moderate request or 
aggressive demand), impatience, voluble speech, ambition, haste, restless- 
ness, envy, a morbidly intense appetite for food, etc. The concept has been 
elaborated on by Glover, Fenichel and others but does not need to be 
discussed further for the purposes of this paper. 


Case Presentation and Discussion 


If the above mentioned assumptions are valid, the author believes that it 
should eventually be possible to demonstrate in infants the following phe- 
nomena: 1) The existence of an oral phase in development and its division 
Into two stages. One might expect to find not only progression from the 
earlier to the later stage, but also under certain circumstances, regression 
from the later to the earlier. 2) Variations between infants in the amount 
of oral activity. 3) The dependence of variations on constitutional as well 
as experiential factors. 4) Immediate effects—oral hypo-activity, hyper- 
activity or deviant activity—resulting from traumatic experiential factors. 
9) The appearance as the child grows older of personality trends related to 
Its oral experiences. Three cases will be presented with these points in 
mind, Possibly a few comments should be made about the method of case 
Selection, The author reviewed the records of fifty consecutive cases of 
infants seen at the Menninger Clinic within the past year and one-half for 

€velopmental testing.* Those four cases showing the most clearly defined 
variations} from what might be considered an average amount of oral ac- 
Vity for the group were selected for special study in the light of psycho- 
a tic theory. Limitations of time and writing space necessitated 
°mitting one case from this paper. ; 
son 8@ I. a.) Data: An illegitimate white male infant referred by a local 
Ocial agency to determine the advisability of adoptive placement. The 
Parents who were in their twenties were free from gross mental disorder. 
© mother had been known to have diabetes mellitus since the age of two. 
ealth during the pregnancy was good. The child was delivered in a 
OSpital by Caesarian section at full term. Immediate ee w 7 
In the hospital he contracted a severe case of thrush, and when he 
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Drig ost of these were the wards of a local social agency residing in boarding homes 


; doptive placement. KO aE 
Titis Not implied that such variations constitute an abnormality in development. 
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entered a boarding home at the age of eleven days, he was still unable to 
nurse, so that it was necessary to give him milk by spoon. By six and one- 
half weeks of age when he was first seen by the agency pediatrician, the 
lesions were healing. Until they were well healed he slept most of the 
time. 

When first seen at the Clinic at the age of 5.6 months he was considered 
a good eater, liking both bottle feedings and solid foods. He fussed when he 
had to wait for food. He was said to suck his thumb a great deal of the time 
and to do much bubble blowing. The boarding-home mother, & stable 
woman, had quite an indulgent attitude toward this. The psychologist 
noted that he was a fairly large, vigorous baby who was so preoccupied 
with thumb sucking that he did not have as much interest in exploring 
things about him as most infants his age. His first response to a stimulus 
was invariably to open his mouth. A good deal of bubble blowing, pursing 
the lips, etc. was noted. The total amount of oral activity was considerably 
in excess of that usually seen in infants his age. Formal testing (Cattell 
Infant Intelligence Scale and Gesell Developmental Schedules) showed that, 
while his developmental progress was not retarded, it had progresse 
somewhat unevenly, the scatter being more extensive than is ordinarily 
seen. 

Seen again at the Clinic at 7.6 months, he was once more reported to have 
an excellent appetite. He was accepting feedings from the cup, seeming tO 
prefer that to the bottle which he took only first thing in the morning aP 
at bedtime. During the testing period there was again an unusual amoun 
of oral activity. He brought everything to his mouth, biting and chewing 
on objects, his own hands, the hands of others and clothing. Formal test 
achievement was average for his age. The scatter was less extensive tha? 
before. 

Following this test he was placed for adoption. As part of a resea 
project he will be seen again after one year in his new home. 

b.) Discussion: For over a month in very early infancy this child suffered 
from a painful condition of the mouth which made it impossible for him 
suck. By 5.6 months of age it was noted clinically that sucking and other 
mouth activities were unusually important to him. While constitution® 
factors and the possibility of frustrating nursing experiences during the sd 
few days of life prior to the mouth infection cannot be excluded, it seem’ 
reasonable to suppose that at least part of the excess oral activity WaS ye 
lated to increased needs resulting from the early sense of frustration impos? 
by thrush and/or increased sensitivity of the oral zone related to actu® 
changes in the mouth. ; 

At five months the oral activity seen was predominantly of a sucking 
type; at 7.6 months the predominant activities were biting and chewing 
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This progression from sucking to biting activity is in line with the theory 
concerning the division of the oral phase into two stages. 

Oral activity appeared to be unusually important for this child, not only 
in the sucking stage but also in the biting stage. This persistence of an 
unusual degree of activity might be accounted for by Abraham’s theory that 
disturbance in the sucking stage leads to excessive interest in the pleasures 
to be gotten from biting and/or, again, by actual changes in the mouth. 

It remains to be seen what effect such early experiences will have on the 
character formation of this child. Other infants afflicted with thrush 
should þe studied to determine whether oral hyperactivity invariably re- 
sults. * 

Case II. a.) Data: An illegitimate white female infant referred to the 
Clinic to determine advisability of adoptive placement. Concerning the 
father, little information was available. The mother was a twenty year 
old switchboard operator. Pregnancy was discovered early during medical 
examination following an automobile accident, but for six months the 
Mother refused to believe that it was true. Delivery which occurred at full- 
term was uncomplicated. The baby’s condition at birth was good. She 
Was never breast fed. The mother stated that from the beginning she never 
cried at feeding time, never seemed to be hungry, was much slower in taking 
“er bottle than were the other babies in the nursery but got mad when the 

ottle was taken away from her to burp her and grabbed it immediately 
When it was offered again. The’ mother was not disturbed over giving 
er up. 

In the boarding home where she was placed at six weeks of age (the same 

me mentioned in Case I, but at an earlier date), the baby presented a 
definite problem. She slept most of the time. For about three weeks it 
took her forty-five minutes to take four ounces of milk, and she did not 
Seem to care whether she finished it. (The bottle was offered at four hour 
gt@tvals,) She no longer cried when the bottle was taken from her. 

AD risingly enough, she remained rather well nourished. he Clini 
at tp OV8h the feeding habits improved so that when orat oe T t a 
She a months, she was taking eight ounces of milk ee A 7 pers 
fallin ill showed comparatively little interest in er “im ae 
ho} 8 asleep during the feeding. She refused bottles altog 


fe it the nipple was enlarged. On the other hand, she accepted ~~ 
onas With pleasure. She showed little interest in sucking her thumb or 
ar ebi : scribed her as a small but well formed, 


T object: ct d 
XG S. The psychologist de: oo 
siy, ~Ptionally attractive baby. She was moderately active; a 

“Ness was good. Responsiveness to objects, though usually delayed an 


social respon- 


k ‘ ; " 
aig? Might be possible that extremely severe infection causing ns lia 
*esu in lessened sensitivity in the oral zone and oral hypoac y- 
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at times very brief, was adequate. She showed a special readiness to be- 
come fatigued. The formal test findings indicated some unevenness of 
development in a baby of at least good average endowment. 

Seen again at five months, the baby’s boarding home mother reported 
considerable improvement in her behavior. She was taking five ounces of 
milk in fifteen minutes from a nipple with a small hole. She fussed at 
bottle time and kept one hand on the bottle while nursing. When her bib 
was put on she kicked and looked pleased. She cried when the bottle was 
taken from her to burp her and when it was offered again, opened her mouth 
and tried to grab it back. There was a moderate amount of thumb suck- 
ing. On the tests, development now appeared to be slightly accelerated- 
Unevenness was less marked. P 

Not long after the second testing of the child at five months, adoptive 
placement was made in an urban middle-class family where there was one 
other adopted child, a boy a year older than herself. The adoptive mother 
gave the impression of being a loving but rather rigid person who dea 
strictly with her children. 

When eighteen months of age, the child was brought back for a research 
retest. At this time the adoptive mother stated that after adoption the 
child, while sucking on her bottle or thumb, had pulled at her hair so vigor” 
ously as to pull it out. Being unable to break her of this hair-pulling habit 
and finally considering it “too much of a good thing”, the mother weane 
her abruptly at eleven months and also painted her thumbs at bedtime wit 
a bitter tasting patented “cure”. After a few nights of crying, the thum” 
sucking was given up entirely. She did not seem to object to the weaning’ 
however, since then she has been indifferent to or rejecting milk and ba 
eaten excessive quantities of other foods. She was toilet-trained Ve". 
easily at twelve months. For awhile when angry, she would throw hers? 
on the floor. Spanking put an end to this behavior, but she then begar r h 
express her anger by biting not only others but also herself. One o£% 
first words she spoke was “bite”, which was her term for eating- 
testing situation, she showed herself as a plump, moderately happ. 
who was, however, very impatient and unusually insistent in her dema” 
for toys. After playing with one toy for a minute or two, she would rera 
toward the toy box with outstretched arms, saying “more, more”. ? 
lectual functioning was good average. ed 

b.) Discussion: During the first three months of life, this child show i 
exceptionally puzzling behavior. On the one hand, she did little thir 
sucking, did not suck well at the nipple and seemed to have a poor appe e 
for milk. On the other hand, she seemed to derive considerable plea pet 
from solid food which she accepted readily. While with her own mor ne 
despite her apparent lack of hunger and lack of interest in sucking: 


child 
y 5 
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became angry when the bottle was taken away from her in order to burp her. 
After separation from her mother at six weeks, she no longer objected to the 
bottle being taken. The author knows of no theory which would ade- 
quately and reliably explain the total picture. Concerning specific aspects 
of the behavior described, a number of possible explanations present them- 
selves. 1) That the report from the child’s own mother and/or boarding 
home mother were inaccurate. While there is considerable doubt as to the 
reliability of the mother’s observations, the boarding home mother is con- 
sidered by the agency and by the psychologist to be a reliable and reason- 
ably good observer. 2) That the constitutionally determined sensitivity of 
the lip zone was unusually low, hence the child was little interested in suck- 
ing. In connection with this, it should be pointed out that the mucous 
membrane of the rest of the mouth seemed to be quitesensitive, for the child, 
apparently, was capable of deriving considerable oral satisfaction from the 
taste and consistency of solid food. Possibly the degree of sensitivity 
Varies in different areas in any one erogenous zone. 3) Thata bad mother- 
child relationship resulted in very early frustrating nursing experiences 
With a consequent lack of interest in sucking and a poor appetite for 
milk. The mother’s refusal to admit the pregnancy, the fact that she 
made no attempt to nurse the child and her lack of concern over giv- 
ing the child up would suggest that her attitude was far from desirable. 
4) That the sucking reflex was grossly underdeveloped at birth, hence 
the child was physically unable to suck well. This may have been so, 
but there were no other signs suggestive of an unusual degree of immaturity 
of the central nervous system. At the same time, as the child was unable 
(or not desirous) to suck well, she was rather expert in swallowing. Re- 
Sarding the gradual increase in interest in sucking with increased age, one 
Can speculate that development of the sucking reflex and/or a good boarding 
Ome mother-child relationship were responsible. The author believes that 
from this discussion of the child’s early life, two conclusions may be drawn— 
at some factor, the nature of which is not understood, interfered with 
Sucking and that the child received comparatively little oral pleasure. 
assing on to the later stages of the child’s development, the data show 
th at the good relationship with the boarding home mother was followed by 
life With a loving but rather rigid adoptive mother who suddenly deprived 
the child of several of her customary sources of oral pleasure (bottle feedings 
and thumb sucking). The child continued to get oral satisfaction by eating 
excessive quantities of food, but that the weaning was traumatic can be 
Surmiseq from her rejection of milk. Possibly, in accordance with psycho- 
analytic assumptions, the impatience, demandingness, etc. noticed at 
“lghteen months might be considered as personality trends resulting from 
frustrating oral experiences. Likewise, the child’s biting herself might be 
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considered a regressive phenomenon. However, the author does not believe 
that these conclusions can be drawn until a study of the possible occurrence 
of the same personality trends under different conditions has been made and 
the frequency of such biting behavior at the eighteen months age level has 
been established. 

Case III. a.) Data: A legitimate white boy baby seen on a research basis 
at 2.3, 4.2, 5.6, 6.9, 7.7, 9.5 and 10.6 months. The father was a business 
man. Both parents were free from physical and mental disorder. Preg- 
nancy was normal. Delivery was uncomplicated. The baby’s condi- 
tion at birth was good. From ten days to eight weeks of age he ha 
severe colic which cleared up after ten days of luminal medication. He was 
breast-fed on a schedule indulgent enough that it might almost be cor- 
sidered a self-demand one. Bottle feedings were occasionally given after 
the 4th month so that he would be less apt to experience difficulty with them 
when the mother happened to go out for an evening. No attempts ab 
toilet-training were made. 

Repeated testing showed normal developmental progress. He was a 
very responsive, observant child. At 4.2 months the mother reported that 
he did some bubble blowing when excited. At 6.9 months he was reporte 
to have a large food intake and to like to smear food all over. In the testing 
situation, oral activity (sucking, reaching for things with his mouth) Ww 
now marked. Immunization had been started and he would ery as S000 as 
he saw the doctor. By 7.7 months he was no longer enthusiastic about the 
bottle, liking to take milk from a cup, and he had started to bite things: 
Clinically, he brought many objects to his mouth, but no other type of 0% 
activity was seen. At 9.5 months the mother reported that he had become 
more discriminating about food. He would playfully bite people and pu 
their hair. 

Five days prior to the testing at 10.6 months he was vaccinated for small- 
pox and had a severe local reaction with high fever. His mother noted tha’ 
along with this, his behavior changed markedly. The bottle was agai? 
very important to him. He became finicky and fussy about solid foods» 
refusing many of them. He whined a lot and cried easily. Demands ° 
the mother were more intense and he could tolerate no delay. At bedtime 
he screamed despite being soothed and given a bottle. Most remarkable : 
all was that the biting behavior so prominent before, disappeared entire 
and he either sucked objects or held them in his mouth without chew 
them. Clinically, no biting activity was seen. A followup report indicat 
that it started again several days after the test as the local swelling, © be 
of the arm subsided. I- 

b.) Discussion: Following severe local and systemic reactions to S A 
pox vaccination, this child gave up biting which was important t 


o him a 
ee ; esse 
the time in favor of his former pleasurable sucking activity, i.e. he regress 
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from the oral biting to the oral sucking stage of development. One might 
speculate that the comparatively indulgent feeding schedule resulted in his 
getting an unusual amount of satisfaction during the sucking stage and 
that this, in turn, resulted in fixation at this stage and greater vulnerability 
to regression. On the other hand, the weakness or immaturity of the ego 
organization at this early age might likewise predispose to regression. 

The data show both progression from a sucking to a biting stage, and 
regression from a biting to a sucking stage. Thus, in two ways, the division 
of the oral phase into two stages is demonstrated. 


Summary and Conclusions 


Three cases of infants have been presented and discussed. It is believed 
that the data tend to support psychoanalytic assumptions concerning the 
existence of an oral phase in development, the division of the phase into 
two Stages, variations between infants in the amount of oral activity, and 
the dependence of these variations on factors of various types. However, 
it is clear that more detailed and systematic studies are needed to verify the 
assumptions and to clarify the factors responsible for differences in the oral 

ehavior of infants. Unfortunately, little is yet known about the range 
and Variability of infant behavior, and the relationship between specific 
modes of behavior and specific constitutional, physical and environmental 
Conditions, 
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SOME CONSIDERATIONS REGARDING PSYCHOTHERAPY 
z WITH PSYCHOTIC CHILDREN 


By SIBYLLE ESCALONA, Pu.D.* 


When a relatively new group of clinical phenomena become prominent in 
his experience, the clinician is impelled to review the extent of his knowledge 
in the area in question. The following comments are the result of such 4 
re-evaluation of some of the assumptions which underlie much of our psy- 
chotherapeutic work with severely disorganized children. No striking 
successes will be reported, nor new treatment ideas advanced. The aim 35 
merely to integrate certain clinical observations with established modes © 
thinking in the field of psychotherapy generally. The only conclusions that 
may be anticipated, therefore, are a series of question marks. 

Our thinking about treatment and the goals of therapy is largely deter- 
mined by our convictions regarding the etiology and nature of the condition 
to be treated. Hence, it will be necessary to briefly describe the type g 
illness here to be referred to as “psychosis of childhood.” The very term, 
psychosis of childhood, is disapproved by many who feel that no maladjust- 
ment in childhood can be so diagnosed in the absence of certain classical 
signs and symptoms which serve as criteria for a diagnosis of psychosis m. 
maturity. Whatever term one decides to use—and childhood psychos® 
may be taken as an abbreviation for “grossly atypical development” or for 
“severe disintegration of personality’”—we have an only too vivid menta 
picture of the type of child to whom these and similar terms are applied 
Several varieties of (in this sense) psychotic children have been described ue 
the literature within recent years. Among the better known publication® 
are those by Kanner‘-'.7, Bender'?, Bradley’, and Schumacher’. In SP? E 
of the semantic confusion in this area, certain descriptive criteria have 
emerged which characterize the various disorders of childhood which ma. 
be grouped together under the heading of childhood psychosis. P 

_ During the last 4 years, 17 children between the ages of 5 and 16 yeals 
were diagnosed as suffering from a psychosis of childhood by the Childre® E 
Division of The Menninger Clinic. All of these children were free ir 

organic pathology within the limits of validity set by clinical neurologic 
and physical examinations including routine laboratory work, EEG, E 
skull x-ray. Upon survey of the entire group of cases, the following cha 

acteristics seem outstanding: ed 

(1) Wherever an adequate early history could be obtained it was not 


satan? 
* Presented at the National Meeting of the American Psychological Associatio? 
Detroit, September, 2-13, 1947. 
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that the development of these severely disturbed children has been atypical 
and irregular since earliest infancy. The deviant development need not be 
in the direction of retardation; in some instances there was a precocity of 
development in certain areas and retardation in others. (Some of these 
children, for instance, walked early and showed generally advanced neuro- 
muscular development and motor control but were seriously retarded in 
Speech or some other area). Also, not infrequently, certain developmental 
achievements were gained at an approximately normal time but were lost 
again or else developmental progress in a certain sphere was arrested at a 
given point whereas in other areas this was not the case. For instance, 
Several of the children learned to speak quite early only to lapse into pro- 
longed periods of mutism later on. One learned to walk at 13 months but 
returned to more primitive modes of locomotion during the second year of 
life and had to learn to walk upright all over again. Mental functioning, 
in as much as this could be ascertained at the time of examination, varied 
from a generally retarded level to very superior intelligence functioning, but 
m all cases it appeared to be uneven with spot-like areas of accomplishment’ 
way above and way below what would appear to be the basic or most 
representative level of mental functioning for the particular child.* 

(2) Wherever the life histories of severely disorganized children were 
given adequate scrutiny, it was noted that disturbances in the earliest and 
most basic interpersonal relationships were present. Early feeding diffi- 
Culties, resistance to weaning, traumatic toilet training, difficulties over 
physical restraint, sleeping disturbances—all the familiar landmarks of 
infantile maladjustment—cropped up with monotonous regularity. Fur- 
thermore, most of the mothers or other persons in close contact with these 
children, spontaneously commented that there was something puzzling and 
“different” about these children from a very early age on. Mothers felt 
that they never knew what to expect, that they lacked a sense of intimacy 
an close rapport which they had known with their other children. One 
Zains the impression that either remoteness or an exceptionally high degree 
of irritability (or both) in the child prevented a close inter-dependent 
*elationship between mother and child in many of these instances. i 

his is one of the points at which we wish to call attention to a possible 
Source of error in our thinking about the nature of this illness and hence 
about the appropriate therapeutic approach. From experience with non- 
Psychotic children it is well known that behavior deviations of the kind just 
“dumerated are often produced by parental attitudes. Hence, it is easy to 


his ig more or less a matter of definition since children who show other psy- 


* 
T 
Chotic-like features but give the characteristic picture of essential feeblemindedness 


q ge Psychological testing) are grouped under a different diagnostic category, namely, 


ental deficiency and psychosis.” 
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assume that in these severely disturbed children, maternal rejection is at: 
the root of the trouble. Yet, the more one studies the early life history of 
psychotic children, the more one is impressed with the atypical and patho- 
logical reaction of the children to perfectly ordinary maternal attitudes and 
to the inevitable daily routines. A baby who will not eat when food is- 
offered, who cries when he is expected to sleep, who is incessantly active or 
pathologically lethargic, who reacts with panicky resistance to routine pro- 
cedures such as bathing or being dressed, and who rarely provides for the 
mother the emotional gratification that comes from having the baby re 
spond to her positively cannot help but be upsetting to even the most loving 
mother. Finding the usual methods of baby care unsuccessful with their 
atypical children, these mothers will, of course, “try everything” and thus 
go to extremes in both strictness and indulgence. They will seek and re- 
ceive contradictory advice and act upon much of it, and when we come along 
to take a developmental history it is found that the child has been managed 
inconsistently. After years of more or less unsuccessful attempts t0 
manage the child effectively, feelings of ambivalence and guilt must © 
necessity develop in mothers of such children, and the presence of suc 
maternal attitudes is apt to lead the therapist to think of the disturbed 
mother-child relationship as the cause of the child’s illness. It seems POS 
sible to the writer that we may sometimes be confusing end-results wit 
causes. ‘Therapeutic programs might at times be modified if these eat! 
developmental disturbances were regarded as arising in large measure from 
the pathology within the child rather than from parental attitudes per Bee 
With this assumption the disturbed mother-child relationship will still be 
regarded as an important etiological factor in that it creates an unfavor® 2 
psychological atmosphere in the home, but will be viewed as a by-product 
of the total maladjustment picture. i 

(3) Turning from characteristic features of the developmental history ? 
cases of childhood psychosis to the condition as seen when such children are 
brought to the attention of psychiatrists and psychologists, one may ee 
that they present a large variety of behavior pictures which in all cases leat 
to a generalized and far-reaching inadequacy on the part of the child. er 
inadequacy, whatever form it took, made it impossible for these children 
cope with whatever life situations are ordinarily appropriate at a given 2! 
and under given environmental circumstances. More specifically, t 
following phenomena were frequently encountered: 

(a) Speech disorders, ranging from near mutism to peculiar, 
deviantly structured speech often including neologisms. . he 

(b) Deviant thought processes including circular and autistic logie- aly 
peculiar type of reasoning encountered among these children is most reat cal 
discernible on a battery of psychological tests but is also apparent in clin} 
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examination if an effort is made to investigate this area of mental 
functioning. 

(c) Bizarre preoccupations and unusual interests which may or may not 
be accompanied by special ability in the area of preoccupation. Among 
these children we have often seen a peculiar fascination with machinery 
(sometimes narrowed down to one type, such as fans or telephones); one 
child was interested principally in skin, and thought content as well as 
fantasies centered on differences between various kinds of skin, etc; one 
child was obsessed with spatial relationships such as inside-outside, upside- 
down, etc., and some children focused their interest, almost to the exclusion 
of anything else, on oddly selected topics such as magic, frogs, circuses, 
marine life, ete. 

(d) All of these children showed extraordinarily low frustration tolerance, 
amounting to a kind of hyper-sensitivity, which experiences any delay or 
impediment, however small, as intense frustration and may lead to rage 
Teactions or autistic withdrawal. 

_ (e) Characteristically these children showed excessive fantasying of an 
realistic kind which permits conscious awareness and open expression of 
Material which ordinarily remains unconscious, and which can be elicited 

Tom neurotic or normal children only with difficulty.* Often these chil- 
dren showed a genuine inability to distinguish between fantasy and real ex- 
Perience, leading to glaring misinterpretations of reality situations and 
Occasionally to definitely crystallized delusions. 

3 (f) Learning ability may be intact, but fail to function in normal school 
Situations because of the child’s inability to maintain social relationships 
and accept restriction. (Some of our patients expelled from school as 
feebleminded made up the work equivalent to several grades in one year of 
Private tutoring.) On the other hand, there may be learning disabilities 
Seemingly arising from a lack of integrative capacity and a lack of moti- 
“ation rather than from a lack of ability. nee 

this descriptive summary is representative, what are the implications 

Sr 8ppropriate treatment programs? It goes without saying that in cases 

Of this type, as well as in any therapeutic work with children, treatment 

Programs must be a total educative effort whether it includes 24 hour plan- 

nigi 10 an institution or whether it includes a i a -r = ia 
; “With = _ child. The erie we sg ze er ere, ? 

at goes in the therapeutic sı + Fee 
di On the esis caida si with the more usual types of psychiatric 
Sorderg in childhood neral approach may be described as follows: 
ood our ge 


s * We have been impressed with the predominance of cannibalistic fantasies, but, 
c 
Ourse, all other types of fantasies may also occur. 
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we assume that what has been done to a human being can beundone. Thus 
we believe that if a maladjusted child can experience—in his relation to the 
therapist—some of the gratifications and the sense of continuity and sta- 
bility which he lacked in his earlier life; if he can be helped to remember and 
understand events which were traumatic to him; and if his misconceptions 
about human affairs can be interpreted in terms of his needs—then normal 
processes of ego development can be resumed, and the object of psycho- 
therapy will have been achieved. Therapeutic endeavours, therefore, are 
directed at permitting the expression of previously unconscious material, 
fantasies are seen as meaningful and interpreted in the context of the child’s 
reality experiences, and the relationship between affects and their source, 
as well as between symptoms and their deeper meaning, is explored. 
Endless hours have been spent by qualified therapists in treating PSY- 
chotic children on the basis of these axioms, often with discouraging results. 
Tt has occurred to us that, although the symptoms of these children are just 
as meaningful psychologically, and as amenable to interpretation, as is the 
case with neurotic children, the immediate aim (and possibly the ultimate 
aim) of psychotherapy with psychotic children might be almost the opposite 
from the one we are accustomed to using with neurotic children. If the 
type of therapy just described may be referred to as expressive, the alternate 
type might be called suppressive. Suppressive psychotherapy proceeds 
from a recognition of the fact that psychotic children, by definition as it 
were, show extreme weakness in ego functioning and at times a disintegra- 
tive process appears to interfere with ego development. Hence, these 
children have failed to repress psychic experience which normally should be 
unconscious so that their spontaneous verbalization of conscious conten 
resembles the dreams of other children; and the play of psychotic children 
during initial interviews is often much like the play material obtained from 
neurotic children who have been in therapy for many months. If the eg° 
is judged to be too weak to assimilate and reconcile the impulses, needs an! 
conflicts actually present, it is conceivable to plan in the direction of pro 
tecting the ego from the impact of instinctual forces. Thus therapy W° 
be directed at discouraging the expression and acting out of fantasies, 22 
providing as much gratification as possible in more realistic pursuits, 20 
at strengthening reality testing by all possible means. Both suppressive 
and expressive psychotherapy have in common, of course, that they wor 
primarily through the relationship between child and therapist. (In sup“ 
pressive therapy, however, the relationship itself would rarely become the 
subject of analysis. In fact, as far as we can see, this type of psy oF 
therapeutic relationship with a child is possible only if a positive trans- 
ference can be maintained).* 


z : 8 Y a- 
* Technically this can often be accomplished by limiting transference interpret 
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As one follows the progress of a series of psychotic children in treatment 
of either of these two varieties, one cannot help receiving the impression 
that neither approach is entirely successful in the sense of bringing about 
improvement which will be maintained after cessation of treatment. In 
the following we shall briefly summarize the characteristic responses of 
psychotic children to the two types of treatment under the conditions 
prevailing at our Clinic: 

Given a sufficiently long time in which to do so, the psychotic children of 
whom we know, all were able to form a strong dependent relationship with 
their therapist. In fact some became so dependent that a therapist’s 
absence, for any reason, or a change in therapists were major traumatic 
events causing serious sudden relapses into modes of behavior characteristic 
of the child during earlier phases of the illness. 

The children who received what we have called an expressive type of 
Psychotherapy have demonstrated, on occasion, an almost uncanny ability 
to understand their own behavior, even offering spontaneous interpretations 
Which as far as could be ascertained were keen and accurate statements of 
fact. For instance, one 7 year old girl, suffering from a life-long maladjust- 
ment, judged to be of psychotic degree at age 6, who later developed a clear 
schizophrenic syndrome, was able to work through her very severe eating 
difficulties in treatment. Through the verbalization of fantasies and 
dreams, and endless hours of role play, she became convinced that food is 
not fecal matter and resumed eating in satisfactory amounts. However, in 
Spite of a strong attachment to the therapist, and although the content of 
therapeutic sessions was by no means limited to this topic, her general 

ehavior remained relatively unaltered. Fearfulness, infantile speech and 
Motor patterns, periods of inexplicable excitement, excessive openly ex- 
Pressed fantasies of a bizarre nature—and other overtly psychotic features 
Continued to be present. š 5 

Another child, a schizophrenic boy whose treatment began during his 10th 
Year and who at age 12 showed definite signs of deterioration, surprised us 
Rot only by his extreme dependence upon the therapist (he used to say in a 
Manner far from bland, “You have to be here so I can be happy”), but by 

shes of rare insight. This withdrawn, deluded child, who gave the ap- 
Pearance of feeblemindedness and was out of contact with his environment 
Much of the time, said on one occasion when he discussed the reasons for his 
“stitutionalization with the therapist, “Nobody can really help me. I 

ON’t like anybody, not even my mother. Doctor (mentioning his 
Previous therapist) liked me and tried to help me, and you like me but you 


tions to rather superficial ones on negative aspects of the transference. peat 
transference phenomena are then accepted at face value and thus maintained. 
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can’t help me. I don’t love anyone, I want to kill everybody.” Immedi- 
ately afterwards he lapsed into rambling incoherent talk centering on one 
of his longstanding preoccupations and never mentioned the matter again. 
Tt is of interest that the matter of this child’s capacity for affection had not 
been mentioned to him previously. This boy, like several others, aroused 
deceptive hopes in his therapist by apparent good clinical improvement con- 
tingent upon daily contact with the therapist. He gave up much of his 
fantasy life, or at least no longer expressed it openly, he resumed school 
work, and entered into friendly contacts with children and adults—all ac- 
complishments of which he had been thought incapable. The important 
point here is, however, that a short separation from the therapist caused & 
complete relapse, and that he at no time developed even a minimum of 
tolerance for any frustration whatsoever. 

These examples are meant to be representative of a good many more, and 
tend to show that even overtly psychotic children are capable of developing 
a meaningful relationship to a therapist, of showing temporary clinical im- 
provement due to such a relationship, and of verbalizing and affectively 
experiencing insight. Yet (with one possible exception) in our experience 
such improvements are not maintained, nor does treatment set in motion 
the autonomous functions of growth and development as it does in neurotie 
children. It is as though, to use an analogy, psychotic children could be 
held above water by the therapist’s support, whereas non-psychotic children 
can be taught to swim by their own efforts. 

The response of psychotic children to a suppressive type of psycho 
therapy, as far as we have been able to observe, has been somewhat different 
but not necessarily more encouraging. In the case of the little girl meD- 
tioned previously, for instance, the type of therapy was changed after one 
year, in view of the fact that while a specific symptom disappeared, Gi 
total development seemed to continue in its pathological course. She s2 
another therapist, the same number of hours per week, for several years: 
After initial difficulty in connection with the change in therapists she de- 
veloped an equally intensive relationship with the new person, put the 
content of the sessions although they still took the form of play, change! 
an emphasis on the immediate reality situation. This girl, gradua yr 
showed marked clinical improvement in that she lost her infantile manner 
isms, became able to associate with her peers, accomplished school work T- 
keeping with standards for her age (though this was done by private oe y 
ing), and hardly ever spoke in the excited, irrational manner previos 
characteristic of her. However, psychological tests as well as psychiatr 
interviews of the usual permissive type, showed that the psychotic por 
continued undiminished. The bizarre fantasies could easily be elici m 
though they were no longer volunteered, thought patterns continued aY 
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tie and schizophrenic-like, and her capacity for genuine affective rapport 
continued very poor—although she went through the motions of ordinary 
social interaction. 

A very similar series of changes was noted in a boy, age 8, when treatment 
was initiated, in whose case therapy was of the suppressive type to begin 
with and went on for a number of years. At age 8 he was flighty, rambling 
and incoherent in speech, expressed bizarre ideas, had many fears, was 
unable to relate himself to anyone, lost bowel and bladder control whenever 
excited, and generally presented the picture of a totally deviant inadequate 
child. Very gradually, almost all of the overtly striking symptoms dis- 
appeared. His speech. when listened to closely, was still rambling and dis- 
Jointed. Since the content had become innocuous where it used to be 
bizarre, however, this was rarely noted by the casual observer. Dis- 
turbances in elimination control had been overcome, as had most of his 
fears, and his violent aggressive outbursts were replaced by generalized 
mischievousness. So favorable an impression did this child make after 
some years of treatment that placement in a school for normal children was 
considered. Yet here again re-examination showed that the illness had 
Merely gone underground, so to speak, and actually had reached a more 
advanced stage. Neither rational thought nor adequate reality testing 
were possible for him, a positive attachment to people was lacking, and the 
most extraordinary fantasies could readily be elicited—they were merely 
held in check. š 

These examples of observations, chosen from a somewhat larger group, if 
verified by the clinical experience of others, suggest certain cautions and 
Problems for further investigation in regard to the treatment of psychotic 
children. The following summarizing statements are offered very tenta- 
tively as a basis for further discussion and in no sense as conclusions: 

1. Illness of psychotic degree occurring in early childhood, is associated 
With severe developmental irregularities beginning at earliest infancy, as 
Well as with profound disturbances in the relationship between the child and 
his parents, It is suggested that maternal feelings of ambivalence, guilt, 
etc., and the resultant inconsistent and apparently punitive management of 
the child, may often arise in consequence of the child’s atypical behavior. 
Therefore, it cannot be assumed that the child’s illness was largely caused 

Y an unfavorable psychological milieu. : 

2. Two principally. different therapeutic approaches to the psychotic 
child have been mentioned, both of which are consistent with established 
Psychodynamic concepts of personality development and psychopathology. 

Oth expressive and suppressive psychotherapy, provided they are main- 
tained for a long time and embedded in an adequate total treatment pro- 
Sram, have resulted in clinical improvement in some instances. The main 
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difference in the response of psychotic children to these two modes of treat- 
ment appear to be that expressive therapy may work through and really 
“cure” specific symptoms. It may also bring about temporary all-over 
improvement which, however, is not maintained. The functioning of the 
entire personality, however, is not altered significantly. f 

Suppressive psychotherapy may bring about clinical improvement, prin- 
cipally in the direction of increased controls and conformity. The under- 
lying psychotic process remains untouched, however, limiting the most 
favorable outcome of such therapy to a pseudo-adjustment on the part of 
the child. 

3. The response of psychotic children to therapy is often such as would 
justify an optimistic prognosis in neurotic children. In severely disturbed 
children under our observation, the occurrence of insight, development of & 
transference situation, and clinical improvement in direct response to thera- 
peutic work, all were present, yet the treatment failed to result in ultimate 
improvement. This suggests that criteria by which the success of treat- 
ment is measured may have to be modified in regard to psychotic children. 

4. Adequate therapeutic measures, in cases of childhood psychosis, can 
be developed—if at all—only if the nature and causes of these conditions 
can be understood much more fully than they are at present. 
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CLOSED INSTITUTIONS FOR CHILDREN?* 
By BRUNO BETTELHEM, Ps. D.t 


The number of residential institutions which specialize in the treatment 
of emotionally disturbed children is very small. Therefore, when a child 
is in need of placement in such an institution the planning has to be based 
on the facilities available rather than on the structure of the child’s dis- 
turbance and on whether the physical setting and human environment is 
truly most suitable for supporting his treatment and ensuring its success. 
Moreover, many of the existing institutions, particularly those supposedly 
Serving delinquent children, and also many orphanages, are so ineffectual, 
that most discussions of the residential treatment of children reduce them- 
Selves mainly to criticism. 

Because of this failure, the prevalent tendency for some time was away 
from all residential institutions. ‘The contention was that a good home is 
a better place for a child than an institution. Here, there is little room for 
disagreement. But what constitutes a good home for a particular child, 
and particularly for a seriously disturbed child? Good homes are scarce, 
and even homes which are good by average standards, may not be so good 
for the particular needs of the emotionally disturbed child. Even the best 
intentioned foster parents are often in no position to accept without inner 
Criticism the acting-out behavior of some disturbed children, while other 
relatively good foster parents cannot continue to offer emotional gratifi- 
Cation in the face of continuous rejection by negative, depressive, or utterly 
Withdrawn children. Still other foster parents feel unable, despite initial 
good will, to continue to take the rejection and criticism of their neighbors 

ecause they permit a child to continue his asocial behavior. 

In view of the re-awakening interest in residential treatment homes for 
emotionally disturbed children, and despite the large number of children 
n need of placement, the scarcity of theoretical discussion concerning itself 
With the characteristics of good treatment homes for children is astonishing. 

ven when their problems are occasionally discussed, the argument is often 

90 generalized, asif what might be a desirable setting for one type of emo- 
ionally disturbed child would also be good for all others. In the absence 
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m of the factors which make a par 
War children, situations arise in which even Ju 
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base their admission policy on the presenting symptom rather than on the 
structure of the child’s problem, its etiology, and probable evolution dur- 
ing treatment. 

Thus it would seem that the future development of more adequate and, 
one might add, more specialized, institutions for disturbed children will to 
a large degree depend on a differential analysis of which particular com- 
bination of institutional characteristics make a setting most appropriate 
for children suffering from a particular type of disturbance. 

It may be assumed that the institutions here under discussion will serve 
only children of normal intelligence, or of potentially normal intelligence, 
and only children who are free of organic disease, be it physical handicap, 
or non-functional emotional disturbance. Since most available data are 
those on institutions for delinquents or children who are so characterized, 
and since the discussion of treatment homes based on psychoanalytical 
principles originated with Aichhorn’s experience with delinquents, this dis- 
cussion is weighted with their problems. But much that is true for this 
group is also true in a general way for other groups of emotionally disturbed 
children. 

In reaction to the abuses to which many delinquents were and still are 
exposed in some of the existing closed institutions, the general consensus 
seems to have formed that they are best placed in open institutions, prefer- 
ably those in open country so as to avoid all restrictions on motor discharge 
or unconventional behavior which may originate in demands of the adjacent 
communities. To what degree such recommendations are guided by the 
desire to hide the children away, or by the conviction that trees, and chicks 
and pigs are more therapeutic than interpersonal relationships, is a question 
I do not intend to pursue. Suffice it to say that it is quite unlikely, in & 
place far from the centers of intellectual, social and esthetic stimulation and 
gratification, that the type of staff (including competent child psychiatrists) 
can be assembled, who in private life enjoy the emotional gratification which 
alone permits them to give gratification again and again to children whose 
behavior is often annoying if not exasperating and who can do so without 
expecting emotional returns from the youngsters to whom they devote 
themselves. Another consideration must be that it is not sufficient to 
adjust to relatively “simple” country life, children who grew up in, and will 
return to, an urban center, and for whom the temptations they could not 
withstand originated in the seduction of city life. While the elimination 
of urban dangers may be an important device at some time during the treat- 
ment period, there is little doubt that a sudden return from the relativelY 
protective country setting to the excitement of city life may destroy a new! y 
acquired and as yet untested integration. Thus even the location © k 
treatment home for delinquent children poses difficult questions: wh? 
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seclusion and protection from temptation may be therapeutically indicated 
at one time during the treatment, there are other times when their slow and 
carefully dosed introduction to it seems equally needed. 

One of the major problems confronting those who plan institutional 
treatment settings for emotionally disturbed children is that of combining 
relative freedom with necessary protection, without the use of undue re- 
straint, Few of the existing closed institutions seem to have solved this 
problem, but rather to have circumvented it—frequently by exercising 
unwarranted restraint in the name of “necessary protection”. 

Many open institutions, on the other hand, are so in name only: the 
absence of bars on the windows and of a locked gate does not make for an 
open institution if, within the institutional setting, the life of the child is 
strictly regulated by withdrawals of privileges, or if a runaway child is 
brought back by force, and against his will. Conversely, there are open 
institutions which claim such freedom from limitations, that one cannot 
help wondering how they mange to provide the security to which an emo- 
tionally disturbed child is entitled. Most institutions, both open and 
closed, claim to permit the children much greater freedom than they 
actually enjoy, thus revealing either the incompetence or bad conscience 
of institutional administrators, or their desire to make a “good” impression 
on laymen. ; 

Most of the existing closed institutions, particularly those for delinquents, 
are based on the idea of locking them up safely, so that they will be unable 
to commit further acts of delinquency. Often this restraint is rationalized 
as a means of preventing further exposure to temptation. Unfortunately, 
the notion of protective restraint—which could be defended on theoretical 
grounds—is too often entangled with the idea of punishment through re- 
Straint. Also, whether or not a youngster is sent to a closed institution 
Usually depends on the presenting symptom: if it is sufficiently annoying 
to the community he is put away, regardless of whether greater freedom or 


restraint is therapeutically indicated. In this way, punitive tendencies 


i the existing closed institutions take precedence over the idea of thera- 
and the so-called reform 


Peutically indicated restraint and protection, 
Schoo] ünsiy r results which belie its name- But these short- 
comings should not lead us to do away altogether with any semblance of 
restraint when dealing with delinquent children; there is a real need for 
800d closed therapeutic institutions for children although none are as yet 
M existence. ; A 
Ideally, both open and closed institutions should provide experiences 
Which are as gratifying and as therapeutic as possible. Their difference 
Should consist only in the fact that the closed institution should prevent 
© child’s exposure to tempting experiences, be it seduction to stealing 
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(which for some children is inherent in seemingly unsupervised stores), the 
stimulation of hostile and anxious fantasies through comics or movies, or 
the fear that through pure chance they may meet former associates, or 
parents. The open institution, on the other hand, should provide an 
equally protective environment, but one from which the child can venture 
at his good leisure into the more tempting, but also more dangerous outer 
world. While the closed institution should provide stimulation and experi- 
ence for the child in accordance with his therapeutic needs, and the tools of 
mastery at his disposal, the open institution should offer the child some 
degree of self-dosage with such experiences. 

Both institutions, as a matter of course, must offer the child full grati- 
fication of his physiological, emotional, and intellectual needs. He must 
be permitted to satisfy, for example, his desire for both rest and motility. 
For the closed institutions this implies provision of a much greater variety 
of opportunities for motor discharge through more spacious grounds an 
more elaborate play equipment than in the open institution, since in the 
latter the child can add from the outside world to what the institution 
provides. The same is true for intellectual stimulation: the closed institu- 
tion must offer more, although with greater planning as regards the child’s 
desire and ability to enjoy this stimulation, while the open institution can 
rely on some intellectual stimulation from the outside world. The same is 
true, mutatis mutandi, for the factor which makes these institutions thera- 
peutic: interpersonal relationships. 

The attitude of the closed institution must be one of protecting the child 
against the pernicious influence of the outside world when necessary (2° 
cluding that of his parents), and never of protecting the outside world from 
the inmate of the institution. Because of the restrictions which living m 
a closed institution implies, it must go even further than the open institutio? 
in providing all possible gratification: offering ample, good and healthy 
food, for example, is not enough unless through the conditions surrounding 
it, it also provides ample oral gratification. Courses which must be eaten 
in a particular sequence and only at a particular time only rarely provide 
full oral gratification. A relatively large degree of autonomy in schedule, 
quantity and selection of fare, must always be possible. This is particularly 
important in a closed institution which imposes relatively greater restric- 
tions in other ways. Since the closed institution precludes total planning 
of his activities by the child, his own activity within the institution mus 
proceed even more autonomously than in the open institution. Again, 
because the closed institution confines him, explanation of all the details e? 
the running of the institution is absolutely necessary, and he must be give? 
a voice in arranging life within the institution. 

In planning differential treatment for disturbed children, under what 
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circumstances should we consider placement in a closed institution to be 
preferable to that in an open institution? 

Experiences at the Orthogenic School—an open institution—have demon- 
strated that in many cases the problem of placing a child in an open or 
closed institution is not usually an “either or” proposition. A particular 
type of neurotic delinquent child, for example, would profit most from 
combined treatment in an open and a closed therapeutic institution. 
Strange as it may seem, and contrary to prevailing practice, the child show- 
ing the most severe delinquent behavior is frequently the one who at first 
needs temporary placement in an open institution, and will profit from 
placement in a closed institution only after he has shown marked improve- 
ment in his ability to integrate. Later, in the final stage of reintroduction 
to the community, it often seems desirable to return him to an open institu- 
tion. The need for this three-step process becomes understandable when 
We think of an aggressive and destructive child subject to violent temper 
outbursts when he experiences even unavoidable frustrations. The closed 
institution deprives such a child of the necessary discharge of aggressive 
tendencies through motility, by running away—nor does it permit him to 
instantly leave the presence of the person against whom his anger is directed, 
So that he is unable to protect himself by running away from the danger of 

Omg violence to that person. í 

_ Once this youngster has learned some degree of mastery over his aggres- 
Sive tendencies and is ready to acquire some ability to withstand frustra- 
tions, the open institution falls short of his needs. To tempt him with the 
Possibility of avoiding all frustrations by freely absenting himself is now 
Undesirable. Running away, of course, still seems the easier way out of 
the conflict. But it also deprives the child of the presence of the adult, who 
ould now help him to withstand tension because he has learned to enjoy 


the association of protecting adults. Running away also exposes the child 


to new temptations which he may not yet be able to withstand. Finally 
i his relationship to the adult. 


It increases his guilt and thus interferes with 
his is the stage at which the child should rightly expect the latter to pro- 
tect him through restraint from the damaging results of his asocial ten- 
€ncies. Moreover, due to the development of an overstrong superego 
Which dhuraetarines the stage in which an acting-out delinquent changes 
mto a neurotic delinquent, the child has a tendency to self punishment 
Which may reach degrees actually endangering his life, or bring him into 
Such serious conflicts with society that the thean progress 1S materially 
andicapped ais living in a strictly open institution. d 
3 same a E developments which could have been tele- 
Scoped into a few months, had a therapeutic closed institution been avail- 
able, actually took close to a year since they had to proceed in a world full 
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of temptation to act out which an open institution affords. In other cases, 
children were ready to exchange violent acting-out for equally violent self- 
destructive behavior. Since an open institution could provide no adequate 
protection from the latter, the treatment processes had to be slowed down 
to prevent self-punitive tendencies from reaching dangerous proportions. 
In general, it may be said that while present practice is to put acting-out 
children in closed institutions and to keep children with self-punitive tend- 
encies in the community, the reverse is therapeutically indicated—that 15, 
to keep acting-out children in open institutions where therapeutic relation- 
ships can be established on the basis of the institution’s greater permissive- 
ness. Relationships thus formed must later be used in order to fortify 
superego controls, which in their initial stage need the added protection 
against temptation provided only in the closed institution, while in the latter 
stages, as already pointed out, only the closed institution provides the 
necessary protection against self-destructive tendencies. The acting-out 
delinquent who is immediately placed in a closed institution is usually 
unable to form therapeutic relationships to staff members because of the, 
to him, insufferable restrictions placed upon him by the institution of which 
the therapist is a member. An example of this need for combined treat- 
ment in open and closed institutions may illustrate the problem. 


A seven year old boy whose traumatization originated in the abuses, mistreatment 
and destructive excesses of his alcoholic father, had to assure himself of his ability 
to escape threatening and overwhelming situations at any time by constant conning 
away. In order to manage his fear of his father, he had also to prove to himself tha 
he could successfully intimidate others by his aggressive behavior. If this child ba 
immediately been placed in a closed institution, without the freedom to run way 
from events which had once been real and had still the powerful force of strong fan 
tasies, it would have meant exposing him to situations in which he was forced to €% 
plosive behavior. It would have created such bad relationships to staff members 
that the formation of protective ties would have been impossible. 

In an open institution, he could freely demonstrate to himself his ability to escaP® 
from imaginary dangers and this provided him with a much needed motor discharge 
of tensions. In order to establish a therapeutic relationship with him, a counselor 
accompanied him as far as possible on his truancies, and was thus able to establish # 
relationship. Once this contact had been established, the boy began to feel guilty 
about running away and because of his guilt, committed frequent self-endangerin& 
acts while playing truant. He frequently criticized the institution for not putting 
more restraint on him and specifically asked that the doors be locked so that he cow! 
not run away even if he wished. The continued possibility of running away wer 
had first provided the necessary security for forming a relationship, now became S 
threat to further personality integration. If, at this period, the boy could have noe 
placed in a closed institution offering the same therapeutic relationships and boc 
dant gratification of instinctual needs, the integrative processes which in the oF a 
institution took almost a year’s time, might have been achieved in a few aa 
During this period, his truancy created such guilt feelings that the boy denied lan 
the gratifications which he very much needed. This was the moment when ins 
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tional restrictions should have supported the tendencies of his superego, which were 
still very weak and very critical. Guilt over his truancy alsoinereased his ambivalence 
toward his counselor, despite her assurance that she was not annoyed. After the 
boy’s superego had developed the necessary strength for exercising restraint and had 
at the same time become less critical, the advantages of an open institution for his 
reintroduction into society became obvious. 

Similar observations were made in the case of another delinquent child whose 
Presenting symptom was stealing. He soon learned to restrain his desire to take 
things from those he knew, namely, the staff and other children living in the institu- 
tion who had become important persons to him. At the same time, he was unable to 
restrain himself from taking things on the street or from persons who were not con- 
nected with the institution. Because of his warm relationship to members of the 
institution, he felt tremendous guilt about stealing and revealed it in self-punitive 
tendencies. Whereas he was able to withstand the temptation of money or desired 
objects when they were connected with meaningful persons, the temptation was greater 
than the restraining forces if such a connection failed to exist. During this parti- 
cular period of development, this boy’s progress toowould have been greatly enhanced 


by temporary placement in a closed institution. 


In this connection, one may also note that the charm and appeal of very 
Young delinquents is often catered to by passers-by who encourage their 
delinquent behavior. Other children use such support for their neurotic 
tendencies in casual acquaintances struck up on the street, contacts which 
cannot be controlled in an open institution. 

These examples may demonstrate the obvious protective values of a 
closed institution. Equally important, though less dramatically visible, 
are the intangible protective qualities of a good closed institution. Nearly 
all children, upon entering the institution, show great anxiety about whether 
restrictions are imposed on their freedom. They derive great security from 

visible demonstration that all doors are always unlocked. Fairly 
Soon, the satisfaction about the open doors turns into anxiety because they 
realize that open doors are two-way connections and while they permit 
ready egress for them, they begin to fear that they may permit the entrance 
of figures which used to threaten them in the past. Gratification which the 
Mstitution offers and which is therapeutically indicated is shunned because 
of the fear that parents may suddenly enter and discover that they enjoy 
Pleasures of which the parents had disapproved. The children ask for 
‘Tequent reassurance that parents will not interfere with their lives in the 
stitution. This reassurance is not easily effected in an open institution. 


A twelve year old boy, whose bad experiences in school had led pon fee the 
¢28sroom situation, was encouraged not to attend class for some gt o riy a 

© yard or in the dormitory. This was to help him grow secure in the bal pen z 
“ning environment before introducing him into the phobically cathexed ¢ 2. 
won. He was unable to accept this offer because of his fear of truant officers. He 
ould not believe the assurance that truant officers were not permitted to enter the 
*O8titution and as an argument for the reality of his fear he used the fact that the 
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doors were always open and that therefore anybody, including the feared truant 
officer, might enter at any time. 

In conclusion, an example might be given of the way one child verbalized these and 
similar emotional conflicts: Preceding the incident, he had twice been picked up by 
the police for stealing and destroying property and had temporarily been placed in & 
detention home. This boy had virtually discontinued his delinquent behavior 
within the institution and particularly in the presence of the counselor to whom he 
had formed a strong attachment. One day, in a session with his counselor, he was 
playing with clay. He suddenly laughed, and when asked what was so funny, he 
said, “I was thinking of high prancing low horses. You see, they’re really awfully 
low but they don’t want strangers to know that, so they just prance high. But if 
they couldn’t prance high then they wouldn’t get into trouble and would lay low all 
the time.” He was one of the boys whom strangers always egged on to ‘“‘prance 
high” although through therapeutic progress, he had reached a stage where he really, 
wanted to “lay low” for a long time. 


Society, which professes concern for its emotionally disturbed children 


still offers only settings which present unmanageable temptations or which 


are of a punitive character. Frequently, what are really needed are settings 
which combine ample gratification with adequate protection against 
unintegrated id drives and societal temptation, settings in which protection 
is not identified with restraint and which are free of all punitive tendencies. 
Thus the controversy over whether institutions should be open or close 
resolves itself: we need both open and closed institutions but only if they 
are organized and function on the basis of sound psychotherapeutic prit- 
ciples. : 


F 
te 


ah, 


ey. td 
Sama 


A CASE OF ANXIETY NEUROSIS IN A SMALL CHILD 
By NIC WAAL, M.D. 


Thirteen years ago in Norway I was asked to see a four and a half year 
old girl who had undergone a startling and complete personality change 
during the previous year. The case was interesting to me because it 
demonstrated the fears, anxiety and misapprehension which small children 
can develop even in an enlightened home environment, and also because it 
illustrated the reversibility of quite serious behavior disturbances in 
children. 7 
h The patient was reported by her parents to have been a very active, alert, 
PADDY child until she was three and a half years old when she refused to go 
= nursery school, which she had previously been very fond of, and clung 

esperately to her mother all day long. She cried frequently and had 
temper tantrums whenever the mother had to leave her, refused to be 
taken care of by anyone but the mother, stopped playing and going out 
With other children, showed a fear of many sounds such as the radio or 
phonograph playing, and was so terrified of thunder that she would cry all 
al whenever the sky was cloudy, apparently afraid it would break into 

‘under. She was also afraid of the dark and had many night terrors 
Which caused her to refuse to sleep alone. 


A pediatrician whom the child’s mother consulted had tried to get the 


Mother to force the child to attend nursery school and to play with other 
had decided to come to a 


children but the mother had feared to do so and 

Psychiatrist. She had previously tried humoring the child in the hope that 
a e fears would disappear, and, in fact, her physician had told her that 
a ildren usually outgrew such troubles. The child, however, had grown 
big and worse until the mother was totally enslaved and had had to give 
P the part-time secretarial and administrative work which she had done 

Or her husband since her marriage. 
The child was extraordinarily beauti 
a € had golden curls, a sweet smile and an extr: 
© Sophisticated for her age. à 
told the mother that the treatment would probably take a long time 
Ut that I would agree to see the child for three weeks of observation before 
ene an opinion. As it turned out, I saw the child for a period of from 
a hour to an hour and a half, nine times during the next three weeks, 
ter which she was completely recovered and has remained so until the 
Sat time. She became a strong, lively, daring child who went through 
Uberty without any kind of disturbance and finished preparatory school 

€ equivalent of two years of college) with superior grades.” 3 
143 


ful, but quite pale and passive. 
aordinarily rich vocabulary, 
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Family History 


There was no history of disease in the parental family which was of sound rural 
ancestry. The father, a college teacher in his forties, was a progressive and liberal 
man. He was fond of children, but was a rather dry intellectual type who did much 
overtime work and had never participated in the care of the children except during 
the holidays when he devoted himself to them. He did not favor any one of his chil- 
dren but spent more time with the older girls because he understood better how to 
teach them. The patient was therefore too young to share his companionship. 
Reared very religiously, he was no longer religious himself, but retained a somewhat 
moralistic view which was in contrast to his modern psychalogical opinions about 
child development. 

The mother, forty, was a very beautiful, blond, gracious woman, intelligent and 
understanding but with a tendency to hysteria. She was the only child in a well- 
to-do radical family of university professors. She had a masters degree in language 
and philosophy and had been a teacher in high school where she met her husband. 
They had been married twelve years and according to the wife had been very happy- 
She gave up her career with her first pregnancy, but she worked part-time as her 
husband’s secretary in school administration and assisted him in his studies. 

The first birth was a caesarian. The next birth, four years previous to the pa 
tient’s, was a very hard one, in which the mother nearly died. Both these children 
were girls. After several artificial abortions, she gave birth to a boy who died during 
labor. Both parents had wished ardently for a boy and the mother was very depresse 
for a while. In a year she was pregnant again and, although they had hoped for @ 
boy, they were not disturbed for long when a girl child was born, as she was such & 
loving, charming creature. 

The mother admitted that although she enjoyed intercourse and both parents 
were quite happy in their marital life, she was afraid now of becoming pregnant 2? 
very seldom had an orgasm. To avoid pregnancy they had practiced interrupte 
intercourse, but as one physician had said it was damaging to the nerves, the husban 
now used contraceptives which she despised. But in spite of knowing about pes“ 
saries, she was too shy to try to learn their use. 

This shyness she demonstrated in a hidden way. She seemed to talk very freely 
about sexual matters but blushed when talking about giving the children sexual i”- 
formation. She was also quite indignant and embarrassed when she told about the 
children using dirty words, but tried to speak in a modern tone about the matte? 
The role of the father in impregnation had not been explained to the children’ bu 
all other questions had been answered. The patient had never asked any questions: 
The mother was sure she knew all about sex because she had seen animals in the cou?” 
try and watched calves being born. None of the children had been interested in sex 
differences but the mother thought that was because there were no boys in the family- 


Developmental History 


The patient’s birth was normal. She took the breast very well, but because K 
decreased milk, she was given an additional bottle from her second month and m 
mixed feedings for five months and then was weaned without difficulty to a cup- ghe 
feeding was strictly scheduled but the child showed no signs of disturbance- 
was toilet trained very early, starting from the second month, and was put on a tT! 
ing seat from the fourth month on, but accepted it freely and happily. She 
bowel trained at one year but wet herself in the daytime until she was two and & 
and infrequently at night until the time I saw her. 
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She walked and talked at one year of age and talked perfectly in sentences without 
any baby talk when she was two. On the whole, she was an extraordinarily har- 
monious child, always beaming with laughter and fun. She was active but not dis- 
turbing and seemed to know always what she wished to do. 

The children were allowed much more freedom than the neighbor children and con- 

Sequently the house was always full of playmates. The parents felt a little concern 
about the neighbors’ criticism of their methods but they tried not to be influenced 
and to maintain their own ideal. 
__ The patient started to nursery school when she was two and a half. She enjoyed 
it and was exceptionally gifted in drawing and painting. She slept in the parents” 
bedroom until she was three and a half but did not seem to react to being moved to 
the sister’s room then. 

Some months after this during the summer holidays, the child began to alter her 
attitude. It seemed as if she had had some shock, but the parents did not know of 
any. In the beginning the symptoms were fear of dogs, thunder and the dark. In 
the autumn she refused completely to attend nursery school, reacted badly to sounds, 


’ shunned other children’s company and for the rest of the year clung to her mother and 


gave up all activity. 


First Interview: In the first interview she did not show the extreme 
Passivity which the mother described. As soon as she was inside the treat- 
ment room she threw herself on the typewriter, then sprang to the phone ` 
and dialed some numbers. She was seemingly very free and grown up, 

ut something in her attitude denied this. She was a little too sweet and 
Coquettish, a little too restless. If her mother moved, she sprang forward 
and clung to her and when her mother moved to the door to go, she cried 
© go with her. 

I decided to let the mother stay and began to play with some toys. The 
Child was seemingly interested but refused to paint. She observed me 
Passively while keeping one eye on her mother. It struck me that she had 
awkward, stiff shoulders and a distinct weakness about the whole figure. 


er breathing was very superficial and her hands were passive and babylike. 
he begged me to draw a portrait of her, which I did. I had noticed 
the typewriter and when 


Previous AES 
y that she typed only girls’ names on r 
asked for the father’s name she said she had forgotten it and stopped 


YPing. I now tried an experiment and drew a picture of the father smiling. 

At this point she left the table and clung to her mother again. I agreed 

= the mother that both should leave and come agam for another appoint- 
ent, 


ent, when the mother left, the 
or, which had to be shut. She 
striking the floor with her 
changed to loud weep- 


angen Interview: At the next appointm! 

Id tried frantically to dash out of the do 

Tew herself on the floor in a temper tantrum, $ 

ris nds and feet. After a few minutes the screaming 
8 and she ol Fass imë 

peeped sideways & -. ; ir 

Played with the toys without saying anything. When her weeping 
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became very forced and her interest was growing, I showed her an alarm 
clock and said that in an hour the clock would ring and then she would find 
her mother sitting in the waiting room. She refused to believe me at first 
and then asked if the clock could ring sooner. I explained that we could 
make the clock ring at any time we decided, but the mother would not 
return until one hour had passed. 

After I had shown her how the alarm clock worked I asked her if she 
would like to draw or paint. “No”, she said, “I don’t like to draw trolls”. 
I told her that I did not believe in trolls. She said she did and that her 
nurse had told her the trolls were cross if she was not a good girl and that 
she (the nurse) would not come back if she was not a good girl. “Dadda 
(nurse) also says Mommy won’t come back if I am a bad girl”. 

We talked about her mother helping her father with his work so that he 
could have more time to play with the children, and how both parents 
would always come back. I said that nurses sometimes did not know wh® 
to say when she made a fuss and therefore invented silly things and did not 
realize that she really believed them. Turi looked relieved, interested, 
but very dubious. She began to be restless and to watch the door and tO 
ask when the clock would ring. 

While exploring the material she saw a steam engine and wanted to see 
it move. We started it but when the engine began to whistle she looke 
horrified, turned pale and began to weep. I stopped the engine, show? 
her the interior and explained the mechanism. I told her that we 21° 
afraid of things many times because we do not understand them and fee 
insecure—but when someone explains them, the fear disappears- 
tried again to play but each time she touched a toy she stiffened her show” 
ders and held her breath. Since this was so noticeable, I asked her if she 
knew the breathing game. I showed her how big the stomach is whe? 
breath is taken and how small it is when breath is expelled, like a balloo? 
being blown up and then deflated. She lay down on the couch with 
shoulders stiffly drawn up. I loosened the shoulders playfully. 
started to breathe as I did and began suddenly to laugh loudly in @ 
quite unlike her usual attitude. to 

When the clock rang she was quite uninterested and was reluctant 4 
leave when her mother knocked at the door. She exclaimed she would m 
to come the next day and that her mother could work with daddy and 
her nurse come with her. j gbe 

Third Interview: From then on Turi came with the nurse. She said fe 
was playing being a very sweet little princess going to her aunt an 
appealing and oversweet manner bore this out. She cried crocodile te fill 
when the nurse left but proposed at once that we play breathing, ao 
the balloon” as she called it. 
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ae be es she laughed again loudly, sprang up and said, “Tt 
eee si 1 paint » In a few minutes she had painted a house which 
ie “ed z ke an animal except that there wasa realistic chimney on the 
rais “ina Sema with brown smoke streaming out. She told me, “This 
ee hs beautiful things and a brown toilet! Have you seen brown 
— can also be brown dirt and it can be father and mother and 
a Kari (the sister) and a baby.” 
pon where the baby was in the picture but she would not answer; 
T ad s he exclaimed, “Think of that. Kari calls the ‘great mass’ (faeces), 
pp-tupp’ (chicken)”, and without any pause continued, “The baby 


uae 
omes from England—but I don’t know, I...” After this hurried excla- 


a. Bo moua not talk any more, would not listen to me and was very 
A Saves 7 ne drawing seemed to be a quite complicated symbolization, 
beings, s = = normal children’s use of a house as a symbol for human 
inside a 2 house looked like a dog and recalled her fear of dogs. The 
hich -v , ie house was full of confused figures, and there was a toilet 
ae see children seldom draw so early in a series of drawings). 
— pie s were rich in symbols: faeces were called “stor mass” which 
Stars i asin “Mass” is also a Norwegian man’s name. The 
and som rs , “tupp-tupp” is sometimes used by small boys for the penis 
she said tae by adults for the female sex organ. In the same breath 
at the house could be her father and mother, herself, her sister 


an 
ala baby and denied in the next moment her betrayal of unconscious 
bout babies coming from England. 


his is a popular substitute for the stork story in Norway.) She then 


a tted she did not know where babies came from. After finishing the, 
Blockeine and her comments, she was pale and fatigued, and showed the 
ears ag and typical denial of repressed anxiety. Since she covered her 

with her hands I could not point out to her her resistance or anxiety, 


a è 
ete interview was finished. 
Path Interview: Turi was very restless and 
Recon an Tt was impossible to involve her in any 
inter ls. I told her she had been frightened by her 
view but she denied this and closed her ears 


€ refused to lie down on the couch. 
play with hopping and 


turned on the radio and began the breathing 
‘and followed me, copying my 


MaS She hesitated but got interes 1 
She ments. After a while she looked relieved and proposed that she paint. 
i ‘Soman the whole sheet evenly red, then smeared brown all over (which 
i ae the repression, denial and anal regression). When I asked her 

ould tell her what I thought, she answered, “I will ask mother”, in a 
ctant and fearful voice. She threw herself on a toy, then suddenly 


skipped from one thing to 
play for more than a few 
drawing at the previous 

with her hands again. 


dan 
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begged me to show her the steam engine, but not to let it move. Her pupils 
were dilated, her face pale and her shoulders were again stiff and hunched. 
I pointed out that she was afraid. She at first denied then admitted it. 
Again I showed her the inside of the engine and told her what made the 
steam come out. At that she asked, “Can you tell me everything, can 
your” I said that I did not know everything in the world, but I thought 
I did know most of the things she feared and could explain them to her. 

“But then you will tell me only absolutely true things if I ask?” 

I told her I never lied to children, because I knew they would be happy 
only when they felt they could rely on the honesty of adults. “Oh, they 
are so silly when they lie”, she exclaimed, beaming. “Now I will ask!” 
But before coming to the question she got pale again and asked instead, 
“Is someone up there?” and pointed to the ceiling. I said no. “I heard 
someone walking upstairs”, she said anxiously and looked dubious when 
I repeated that it was impossible since it was a one-story house. Uncon- 
vinced, she said, “Mommy also says so when I hear someone in the night” 
(thus telling me about her night fears). Walking to the door, she then 
said with a half-smile, “I will ask you the next time.” 

Fifth Interview: The next hour she ran without suggestion to the couch 
and began breathing. Then she dashed to the painting table and painted 
a house with a baby attached, “That’s the house and the brown is ‘mass’ 
and also the baby.” When I asked why the baby sat on the house in this 
way she exclaimed earnestly, “Kari says the baby is in mother’s stomach, 
Dadda (nurse) says it comes from England and so does Betsy (a friend)” 
After this explanation she said with a hesitating but somewhat coquettish 
smile, “Tell it to me then!” (She thus indicated her confusion in the com- 
mon symbolization of faeces=baby, and, in the drawing with the baby 
protruding out of the house-body, she also symbolized baby = penis.) Idi 
not interpret this but gave her a simple explanation of pregnancy; pirth 
and sex differences. She was very happy and left jauntily. 

Sixth Interview: The nurse said that Turi was very altered, very easy ta 
handle. The only symptom left was a certain sensitivity to sounds. 

Turi again started breathing but showed uneasiness and said it tickled. 
She went to the painting table, and painted a sheet brown with a red quae” 
rant. Pointing to the red spot, she said, “It’s blood, it’s the door after the 
baby came out”, she would not talk any more but asked me to “burn t 

steam engine”. She looked a little afraid when the fire flared up 12 the 
beginning, but soon quieted down. Looking at her drawing, I asked W 
the house was brown. She said, “The baby comes with the mass.” 
explained the digestive system and told her the baby had its own place 
where it was warm and nice and then I asked her why the door was ie 
“Oh, it bleeds terribly, Mommy has blood there,” pointing to her genita me 
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Realizing that she had happened to see her mother during menstruation, 
I said it did not hurt, and explained how the heart pumped blood to the 
“nest” so that the baby got food. When there was no baby in the “nest” 
there was too much blood, and it simply ran out of the door. I repeated 
that it did not hurt. She left very peacefully. 

Seventh Interview: Turi said that she did not like to breathe and started 
at once painting a house. The fifth drawing was a total anal regression 
expressed in brown and black paint. She asked me to explain how the 
baby came out again and I told her about birth and explained that there 
Were separate passages and openings for the baby and for urine and for 
faeces. “But can’t boys get babies then?”, she asked. I repeated my 
explanation of sex differences and the function of the semen as being like 
Seed which we plant in the earth. She seemed happy and asked me to draw 
a nude boy and a nude girl. When I finished she would not look at the boy 
and said reluctantly, “Boys are bad—they hurt.” I asked which boy hurt 
her, “Walter and Erling. They run into you with the bike, they put 
Sticks in your stomach and try to peek at you on the toilet.” Then she 
told me about her boyfriend, Walter. She feared him although she liked 

im very much. (Before the next interview I asked the mother about 

alter and Erling. The mother said that they were friends until Turi 

Tew away from all comrades. These boys were quite daring and aggressive 
and the mother believed they were involved in some sex play but they 
Oved Turi and asked for her each day and had been very sad when Turi 
refused to go out. About the same time that Turi moved out of the 
Parents? bedroom, Walter actually ran into Turi with his bicycle. She was 
not hurt but she screamed terribly and he was very contrite.) , 

8 Eighth Interview: Turi again started by painting a house with decorations. 
he Poured out sentences explaining the drawing, “This isa house and also 
à stomach, There are many peep-peeps [small birds] in it and a lady who 
pbraces a man and someone sails a boat and the lady does this with her 
pe”. Turi now lay down and opened her thighs and legs. Then she said, 
Caming, “That is Mommy, Daddy and Turi, Walter and Erling—you 
shal] Write it all down, write!” She eagerly watched me writing, pointing 
the drawing to illustrate her story. Then she looked searchingly at me, 
“Aying, “Daddy hurts Mommy in the dark.” I asked, “What are they 
loing the dark?” She replied, “They are loving each other—I heard 
them a i ” ‘eminded her of her night fears and said 
ie nd Mommy whined!” I remin r ae ante 
at since it was dark, she could not see anything, and she be Re pe 
og, weds but actually mother was happy. I explained that P v A wr 
T other were happy and played and sometimes made o s, ean 
dren Were not supposed to know what was going on and dic not get any 
i : i I also said I believed 
anation, they became afraid and felt guilty. 
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Walter loved her, but since he did not know any more than she, he also was 
afraid. He liked to caress her but believed he should boast and show how 
daring he was and so was a little too rough with her. I believed that if she 
did not fear him, now that she understood things better, she could explain 
them to him. Then he also would understand that adults who loved each 
other, did not hurt each other. If he tried to strike her, why didn’t she 
strike back? She said, a little unhappily, “Boys are so much stronger - 
I said, yes, sometimes, but girls could be very strong too if they had no 
fears. 

She became very lively, dashing about, displaying a lot of aggression. 
Before she went away she painted an ordinary realistic house, and said, 
“This is a house with a road and a green garden”. i, 

Ninth Interview: The next hour Turi was easy, singing, and playing: 
Then she wished to breathe. When she said it tickled, I told her that 
many children liked that sort of tickling. She laughed and looked curiously 
at me saying, “Kari said it was dangerous.” I asked what was dangerous 
and she replied, when someone, Walter for instance, tickled her or Whe? 
she tickled herself on the peep-peep. I understood that she meant m85- 
turbation, so I explained that many children tickled themselves on the 
peep-peep, that it was because one was alive and grew and felt good in the 
body—that it was quite all right. She jumped up, laughed loudly, put °% 
records and sang loudly, “I am also alive, I am also alive.” She beame 
happily when she left. 


The school holidays were coming and the mother asked for some aana 
I told her to learn to use a pessary as a contraceptive device. The fathe 
was advised to alter his demeanor and try to play more with Turi and the 
mother was to talk with Kari about masturbation. We agreed that Tun 
should come back after the holidays. , 

When the time came, the mother phoned me and said that Turi di x 
show any signs of fear, slept and ate well, played with the boys and lik 
dogs. She was also physically changed, had become strong and outgo” g 
and was unusually lively. She had returned to kindergarten and was doi 
well. put 

When Turi visited me a year later, she smiled and remembered me, 
was normally uninterested in me. Physically she was so altered pes, B 
barely recognized her. She was now rather big for her age, sound, str wn 
and free in her movements, with no hint of the pale, oversweet pone d 
Twelve years later, before leaving Norway in 1947, I learned that ° pgo 
gone through high school with superior grades and intended to go tO co 
and that she was popular with both boys and girls. 
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Discussion 

The Diagnosis: This child showed withdrawal, passivity, narcissistic 
tyranny, acute anxiety, and character-alteration, with vague symptoms 
of illusions. Some child psychiatrists would be tempted to call her a 
Severely disturbed psychotic. The harmonious development and the cure 
after short psychotherapy in this case makes the diagnosis, acute anxiety 
state with development in the direction of severe maladjustment, preferable. 

Treatment: The therapeutic method was an elastic use of psychoanalytic 
Play therapy combined with the use of respiration, muscular relaxation and 
musical rhythmical movements. This technique, supplementing the play 
therapy, was a new technical measure in the author’s methodology, sug- 
gested by the “vegetotherapy” with adults described by Dr. Wilhelm 
Reich, It seems to the author, from experience, to be valid with children 
m this age group. 

é The therapeutic process was characterized by practically no interpreta- 
tion of symbols, as the child gave the interpretations herself. The experi- 
ence of the author shows that this is typical of children younger than five 
and six years of age. The reality and the phantasy, that is the symboli- 
Zation of conflicts, seem much closer before the latency period than later. 

t seems as if the symbolic language is understood by the child, himself, 
Which would indicate that, without the strong ego and superego defense of 
ater years, the child has access to both conscious and unconscious material 
almost, simultaneously. 

Conclusion 
This case is also interesting from the point of view of mental hygiene and 
Preventive medicine. I would advise against a too optimistic belief in the 
itellectual freedom of modern parents in child education, even though 

‘tellectual understanding is better than none. As to preventive medicine, 
ia may learn from this and other such cases that psychotherapeutic meas- 

€s taken at the acute onset of childhood neurosis are very promising as a 
È ans of preventing neurosis in later life. The expense of mental eae 
Ork for preschool children may spare society far greater expense for menta 


il, 
ness in adult years. 


BOOK NOTICES 


Sexual Behavior in the Human Male. By Aurrep Kinsny, WARDELU 
Pomeroy AND CLYDE Martin. Price $6.50. Pp. 765. Philadelphia, 
W. B. Saunders Co., 1948. 

This book will undoubtedly be a landmark in medical history, partly for 
the implications of its content and partly for the courageous originality ani 
vision of its scope. The brief preface by Alan Gregg is an eloquent classi 
of scientific credo. (Karl Menninger, M.D.) 


Handbook of Psychiatry. By WINIFRED OVERHOLSER AND WINIFRED Ke 
Ricumonp. Price $4.00. Pp. 252. Philadelphia, J. B. Lippincott, 
1947. z 
There has long been a need for such a book to provide accurate and in- 

telligible information concerning mental diseases to the lay public., It pA 

simply written and amazingly free of the technical language which is pa 
of our professional jargon. The treatment of some subjects is too briet 
be worthwhile, as in the case of the formulation of psychoanalytic theories: 

Particularly well handled is the treatment of popular fallacies regar 2E 

mental disease, the modern mental hospital and modern methods of trea 

ment. It is not likely that this book will reach the general public a ti 
despite the obvious need for such a work. However, it should prove ve 
able to those individuals who must answer the layman’s questions reg" ee 
mental disease and psychiatry. It is highly recommended for its Pree 
tation of the facts in a non-technical and very readable, though some 

sketchy, manner. (Irving Kartus, M.D.) 


NOTICE 


A master index covering the first eleven years of publication of the Bullet” 


of the Menninger Clinic has just been published and is available at fifty cents 


acopy. Address the Bulletin of the Menninger Clinic, Topeka, Kansas. 
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REPORT OF AN UNUSUAL CASE OF PACHYMENINGITIS 
HYPERTROPHICA CERVICALIS* 


By RUTH P. LEWIS, M.D.,} BERNARD H. HALL, M.D.f anD 
LEON L. BERNSTEIN, M.D} 


iy castes Wilson! credits Charcot and Joffroy as first describing in 1871 an 
es pathological process localized to the cervical enlargement of the 
a r cord. The pathology consisted of a fibrous hyperplasia of the inter- 
e ayer of the dura mater and involved to a lesser extent the associated 
p omenix, As no other localization of this pathology was known to these 
ie ginal writers, they applied the localizing term, “Pachymeningitis Hyper- 
Ophica Cervicalis,” to this pathological entity. 
prea bseauently, cases were reported showing that this peculiar pathological 
cess was not necessarily limited to the cervical area as first believed. 

A RRS localized to the mid-dorsal region was reported by Wiersma’, to the 
°rso-lumbar area by Wilson’, and to the sacral region by Cassierer'. 
; Jerine and Tinel? reported a case in which the meningitis extended to 
Xvolve pontile, bulbar and cerebellar dura. It is now apparent that this 
Pathological process may involve the dura mater in any single area or in 


Vay . 
tious multiple areas. 


at cause the disease was seen concurren a 
Umber of the early cases reported, it was believed that the pachymenin- 


ah Was secondary to the notorious spirochete. Later the tubercle bacillus 
ao Indicted. Alcohol and other toxic irritants have been blamed. Wil- 
whi ie Weigeldt who reported a case localized to the lunbar dura and 
nt ch he believed was secondary to a novocaine spinal anesthesia. Ina 
ae of cases however, no offending etiological agent has been apparent, 

the term “idiopathic” has been called into use- The case being re- 


Ported here falls into the latter category. 

“harcot and J offroy’s original description included the symptomatology 
ai is characteristic for an extra-medullary space occupying lesion at the 
el of the cervical enlargement of the spinal cord. The onset, as de- 
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scribed by them, is manifested by bilateral root pains and paresthesias in 
the arms and is followed by a stage of segmental paralysis in which flaccid 
paralysis of the arms occurs with typical attitudes of the hands (mains de 
predicateur), because of the involvement mainly of the roots of origin of 
the ulnar and median nerves. Later involvement of the motor tracts 
produces a spastic paralysis of the legs. This classical symptomatology 18 
rarely seen by itself but may be seen early in the pathogenesis of a more 
extensive dural involvement as was apparent in the history of the case 
reported here. 

This case is being reported because of the extension of the pathological 
process classically described as, ‘“Pachymeningitis Hypertrophica Cer- 
vicalis,” to include the dura mater over the posterior aspect of the cere- 
bellum. The actual degree of involvement of the dura over the cerebral 
hemispheres was not determined. 


Case Report 


A fifty-one year old white male was admitted to the hospital on July 8, 1947 with 
chief complaints referable to the back of his head and neck and to his extremities- 
He presented a picture of a man thoroughly exhausted and fatigued. 7 

His symptoms began fifteen months prior to admission with neck and headaches; 
seven months before admission his hand and arm symptoms began, and three months 
later he experienced a similar heaviness and numbness in his lower extremities wh¢ : 
he described as “a paralysis from the waist down.” About six weeks before hos- 
pitalization he noticed that he had difficulty in chewing the average sized morsel A 
food and that it took much longer to do so; concomitantly he noticed a slurring of a 
speech. During the two months before admission he suffered from severe headache 
which frequently awakened him several times during the night. When asked, the 
patient stated that he considered himself incapacitated about fifty percent. 

Past history was vague. It included a history of a hospitalization eleven 
ago in a Veterans Hospital for “neuritis.” The most accurate description O 
episode obtainable was, “I just gave all out, but the symptoms were not the sami 
now and I got better with the medicine they gave me.” There is also a history a 
three episodes of “mastoiditis” at undetermined times in the past. The patic? ry 
wife stated that, “He complained of backaches as long as I can remember.” Histo 
of venereal disease was denied. 088 

The patient was a well-developed, middle-aged, white male, who showed erat 
evidence of a recent forty-pound weight loss. Vital signs were normal. Rou ia 
physical examination was not unusual. Neurological findings included: Cte 
Nerves—Irregular pupils which reacted to light and accommodation; pilateral ee i 
tained horizontal nystagmus; slight constriction of visual fields; fundi north 
Slight hypesthesia over the left side of the face; tongue deviated to the right jeft 
atrophy of the right side of the tongue. Motor System—Partial hemiparesis, 5 
side; fibrillations of small muscles of left hand; cramping of extremity muscles es- 
testing of motor functions; generalized weakness. Sensory System—Hemiby? a] 
thesia of left side; diminished vibratory sense; inconsistent position sense. , Pe ne- 
Features—Positive Romberg; dysmetria, left side only. Shuffling, ataxic gait. 
flexes hyperactive in all extremities with equivocal left Babinski. s 10 

Routine laboratory studies were within normal limits. Blood serology wil apd 
peatedly negative. Chest X-ray was normal. Stereoscopic X-rays of the sk 
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the entire vertebral column 
PE te were normal. Electroencephalogram was 
bar ea rei a cortical damage with no evidence for pale a m ie 
equivalent to ei bse sso study was done on July 12, 1947. The initial pressure 
premionron the Saa oo of water, showed no variation with manual com- 
to 300 millimeters sana bdominal straining resulted in a rise of the initial pressure 
eight Petes acne ha rapid fall. The fluid was clear and colorless and contained 
protéin. uf 164 nan per cubic millimeter. Four plus globulin was present with total 
was 5555554421 i percent. The Wassermann was negative and the gold curve 
findings wate Wea spinal fluid study was repeated on July 19, 1947, with the same 
n Se r es 
plete st the se cisternal pantopaque myelography failed to show a com- 
were very on su arachnoid space, but the gutters outlined by the opaque medium 
Bondage an ’ suggesting partial obliteration of the subarachnoid pathway. The 
level of the Sarees, was a space-occupying extra-medullary lesion located at the 
an exploratory hree cervical vertebrae. A few hours after the myelographic study 
the first yA dia ari aa was performed by Dr. Leon Bernstein. Laminectomy of 
with Seiad a. vertebrae was done followed by a suboccipital decompression 
Dr. evnetes A the posterior portion of the bony margin of the foramen magnum. 
taut, Followit operative note states, ‘“The dura over the cerebellar hemispheres was 
cision was nik removal of the extradural tissue covering the cervical cord, an in- 
the dures a : c in the midline of the exposed cervical dura. To my astonishment, 
fourths A a ound to be tremendously thickened, measuring approximately three- 
nearly the i monism This increased thickness of the dura extended along 
Wha oe s ength of the area exposed but at the level of the third cervical verte- 
tested Pe i o! ed to taper gradually toward dura of normal thickness. This is at- 
inferior to ih rac that I could pass a fine soft rubber catheter in the subdural space 
Spheres sieved lower level of the incision. The dura covering the cerebellar hemi- 
cervical regi Sy the abnormal thickening but to a lesser degree than that of the 
entire len — The cerebellar dura was opened by a R shaped incision along the 
1 Ne cord Bir of the exposed area and a portion of the thickened dura was excised. 
diameter i the arachnoid grossly intact did not seem unusual but appeared smaller 
dura wag ee ian normal, I did not manipulate it for intensive examination. The 
open and the wound incision closed in the usual manner.” 


Pathology Report 

ett, studied the biopsy specimens. The 
bly thickened. Asection removed from 
thickness after fixation, with a smooth 
urface of the cerebellum 


Th i 
Fa pia] pathologist, Dr. Betty Corbi 
he irs os Mite, rubbery and remarkal 
arachnoj fa region was eight millimeters in 
We idal surface, and the section related to the superior S 


as fj Aata r 
M; Ve millimeters thick, with a hemorrhagic and shaggy arachnoidal surface. 
lly to collagen proliferation. No 


r ; 
Blia] wee Pically, the thickening was due principa 
bright STAC, or muscular elements were present. The collagen fibers were broad, 
®parae, eosinophilic, and arranged in fairly distinct longitudinal layers which were 
by ia by a looser connective tissue that was rich in blood vessels and jnfiltrated 
erate numbers of lymphocytes and plasma cells. The arachnoidal surface of 

d vessels and was focally 


the 
. © eo 
Infi rd dura contained many dilated, thin walled bloo 
hnoidal surface of the cerebellar dura was 
th completely formed 


tr: 5 

i. r — with lymphocytes. The arac h 
Ymphoig microscopically, since it proved to be studded with 1 

haq disti follicles, separated by loose, highly vascular fibrous tissue. The follicles 

inct germinal centers, with & demonstrable reticulum, and contained many 

ble to find any report 


agog 
A th a laden with basophilic granules. 5 
erature of similar aberrant lymphoid follicles in the durs- 
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Post-Operative Course 


The patient’s post-operative course was essentially uneventful from a surgical 
standpoint. 

According to the patient the feeling of heaviness, numbness and weakness in both 
upper extremities increased so that when asked to describe these sensations they were 
considered aggravated by the surgery itself. Cramping sensations of both upper 
and lower extremities disappeared immediately following surgery. The former sen- 
sation of “paralysis from the waist down” and backaches disappeared entirely- 
Headaches both occipital and frontal (a new development probably due to an inter- 
current pansinusitis corroborated by rhinological study), increased in intensity post- 
operatively. The patient’s specch cleared and he was able to eat in a normal manner 
following surgery. 

A lumbar puncture with manometric study was done three weeks post-operatively: 
The pre-operative subarachnoid block was no longer present. The column of cere- 
brospinal fluid rose and fell promptly with abdominal straining, coughing and wit 
pressure to the neck vessels applied by means of a blood pressure cuf? at pressures of 
ten to sixty millimeters of mercury. The cerebrospinal fiuid at this examination was 
clear and colorless. Fifty cells per cubic millimeter included forty-seven lympho- 
cytes and three endothelial cells. Three plus globulin was present with a total pro- 
tein level of 150 milligram percent. The Wassermann was negative and the gol 
eurve was 5555554421. The sugar level fifty-cight milligram percent. 

The neurological examination two months following surgery and immediately 
before discharge was as follows: 

Cranial Nerves—The pupils remained irregular but they reacted to light and ae 
commodation; the previously noted bilateral sustained horizontal nystagmus at 
greatly improved; there was a slight constriction of the visual fields; the previous 1 
noted hypesthesia of the left side of the face was no longer present; the pre-operative 
deviation of the tongue to the right was greatly improved, and there was no obvio 
atrophy; fibrillations were noted on the right side of the tongue. 

Motor System—The previously noted partial left hemiparesis was sti 
subjectively. Fibrillations were seen in the musculature of both upper extre 
previous cramping of extremity muscles on testing of motor functions was rO 
present; there was a generalized weakness of the entire motor system. 

Sensory System—The previously noted left hemihypesthesia was no 
parent; vibratory sense was diminished in equal intensity bilaterally in contrast be 
the previously noted diminution, being more marked on the left. Position sense ws 
normal. 

Special Features—The Romberg test was positive. The previously noted | ma 
dysmetria was greatly improved. The marked shuffling ataxic gait was great y he 
proved. Both deep and superficial reflexes were hyperactive in all extremities. 4 
pre-operative equivocal left Babinski was definitely negative. The left HofimaP 
positive as it was prior to surgery. 


li p resent 
mitiess 
longè! 


longer 8P” 


oft sided 


One of the most interesting aspects of the treatment of this case ns 
manifested in the patient’s personality changes wrought concomitantly Mie: i 
the surgical intervention. Prior to surgery the patient reacted in & oe 
manner to the organic insult which he was enduring. He repeatedly © |. 
missed pain and belittled the various examinational procedures suc? 
lumbar punctures. This facade of stoicism was observed to give sir 
following surgery to an underlying passive dependency. This charg 
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creased nursing care and made it diffi 
cult to evaluate the effi - 
gery on the organic illness. eS ee 


Comment 


i moopertiv cna! toy tots with he neuen and 
at the level of the t rey extra-medullary space occupying lesion 
Cloeital eva ie upper cervical vertebra. At no time was the rare path- 
Un] dis rome, observed at the operating table, considered in the dif- 
fics “he = made prior to surgery. The pantopaque myelography 
Siro me e given a hint of the nature of the pathology, but it was only in 
Bien c that the full significance of the narrowing of the subarachnoid 
—_ ie upper cervical region was appreciated. 
n 5 = of the lack of definition of the preoperative diagnosis surgery 
partial een The patient’s symptoms were largely the result of 
Aer a arachnoid block together with a squeezing process affecting the 
signs ne tion of the spinal cord. The disturbing clinical symptoms and 
Aa : attributable to the secondary effect of this hypertrophic process on 
e nervous system. 
OF nn we were confronted with an 
a ctiology, and therapy was therefore 
is _ The squeezing pressure effect of the 
cervi process attacked, thereby accomplishin; 
they cord as well as of the subtentorial area. 
fe © symptomatic improvement which was noted post-operatively was 
Ae aiy to the relief of pressure on the spinal cord and the posterior 
Wag in owever, there is no reason to hope that the pathological process 
of a ped way halted by the mere intervention of surgery. The degree 
oe vement of the dura mater and associated leptomenix surrounding 
in no as nerve roots leaving the upper portion of the vertebral canal was 
Proteas T affected by the surgery. The actual extent of the hypertrophic 
eter, involving the dura mater over the cerebral hemispheres was not 
ve keer Despite the fact that the primary pathological process may 
Of th Ompletely abated before surgical intervention the ameliorative effects 
© Surgery in such a case warrants that treatment. 


extensive pathological process 
directed towards relief of 
hypertrophied dura mater 
g a decompression of the 
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SOME PRINCIPLES OF RURAL PSYCHIATRY* 
By RUDOLPH KIEVE, M.D.+ 


For the past ten years I have been practicing psychiatry in N ew Mexican 
rural communities. Circumstances not entirely of my own making placed 
me there and, in the beginning, as a matter of survival, I did my share of 
general practice but during the last two years I have limited myself to 
internal medicine and psychiatry. I recommend this combination to those 
psychiatrists who wish to work in rural districts because it offers the great 
advantage of permitting the physician to observe, in coexistence with 
somatic disease, many emotional conditions which he would otherwise s€? 
much later, if at all. 

If we concede that all mental and emotional disorders are variously 
interwoven with their social substratum and that there are significant 
relations between these disorders and the society in which they occur, we 
may safely predict that there will be differences of consequence between the 
problems of urban and rural psychiatry. Sorokin and Zimmermann! m 
their “Principles of Rural-Urban Sociology,” come to the conclusion tha! 
although the many sociological variations between present rural and urban 
social organization are essentially quantitative in nature, they are SU ie 
ciently pronounced and universal to mark these socicties as self-containe’ 
structures, each with distinctive, if not specific, features and dynamics o 
its own. 

These two authors furnish us with a long list of differences of which one 
the much greater cohesion of the rural family—most concerns US here- 
The term “cohesion” refers to a more intense emotional interplay betwee? 
the several members of the rural family than we are accustomed to 5¢° a 
urban communities. We can appreciate this intensity only if we puccos 
fully recall our own childhood and evoke for an instant the fears, hope 
expectations, the dependencies and trusts, the gratifications, the sae 
pointments and resentments which we experienced in relation to, ons 
“significant adults.” More of this early vigorous interaction of eno in 
has been retained in the rural than in the average urban family. Han “ 
hand with this goes the more strictly hierarchic structure of the rU 
family. There is a sharper marking off of the different generations in 

ree 
*A condensed version of a longer paper by the same title, given at a forum at WH 
ter Veterans Administration Hospital, Topeka, Kansas, December 10, 1947. 
t Clovis, New Mexico. y golt 
1 Sorokin and Zimmerman: Principles of Rural-Urban Sociology. New york, 
1929, Chapter I. 
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same houschold with distinct duties and privileges for each, which faintly 
recalls the family organization of so-called primitive societies. 

In the rural family the individual does not tend to emerge as clearly and 
completely from the bondage of clan interaction as is the case in the cities. 
The rural person does not aim so sharply at becoming an individual as 
does his urban counterpart. Instead, he is more prepared to compromise 
between his own maturity goal and that of the family. The mature adult 
is the exception everywhere. But as a goal he is certainly more highly 
esteemed in urban than in rural society. 

All of us who, to any extent, have dealt with psychiatric patients, be 
they neurotic or psychotic, are acquainted with the nuisance value of the 
Patient’s family. ‘This phenomenon of family resistance has, I fear, re- 
ceived only the most cursory attention, and has been considered a matter 
extraneous to psychiatry up to the present. If one cares to practice 
Psychiatry in rural America one must take the family into account to a 
very much greater extent than is done in the city. In urban practice we 
may work on the assumption of dealing with individuals whose active 
desire is to become themselves as fully as possible—whose desire is in- 
dependence of family domination. This is certainly the theoretical goal 
Of psychodynamic therapy. Conversely in rural practice we deal mostly 
With persons whose desire is to remain interdependent with the family 
integration—who come to us primarily because something is interfering 
With this effective interaction and who are hindered in this by the out- 
“topping of symptoms which threaten the continued mutual intercourse. 
in other words, while in the urban setting the treatment goal is, at least 
theoretically, set up by the individual and aims at the individual becoming 
ites more himself, the treatment goal in the rural patient is set by the 
Primary social unit, the family, and aims at the rehabilitation of inter- 
dependence. ? J 


on say then that no tightly integrated rur : À 
Sorganization if one of its members falls victim to a neurotic or chronic 


Psychiatrie disorder, amounts to stating & most important commonplace: 
e phenomenon called folie à deux is well known to all of us. Not so 
*miliar but far more common is the neurosis à trois or à cing or à huit. 
Ut we certainly never see a severely neurotic person in the country whose 
amily, if he has one, is not sick. And while the family may have made him 
3 x, he certainly has in turn aggravated their illness. Sooner or later ie 
hole of the patient’s family has come to react to his illness and thus 
“ticipates in it in one way or another until a noticeable derangement: of 


ig Whole primary social unit has resulted. Now the family organization 
S sick and the patient nothing more than the focal point of the disorder. 


al family can escape severe 
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Whenever the patient’s symptomatology reaches the point where it 
threatens this patient’s continued integration in his family unit, medical 
aid is sought. Hence, the moment at which aid is sought depends on two 
variables: the particular personality structure of the given patient and the 
particular intra-personal structure of the family. The immanent elasticity 
of these two variables accounts for the fact that in certain cases aid 38 


sought early, in others, late and in the third group of which we shall speak 


briefly later, medical aid is never sought at all. 

The patient comes as a member of his family. He comes at least 2s 
much for the relief of the family as for his own relief. Therefore, we C% 
nicely predict what the patient wants from the physician: he wants the 
physician to remove that part of his symptomatology which has come to 
interfere seriously with his integration in his family. Beyond that he 
wants to be left as he was. 

It is important to realize that the family group has already wrestled 
with the presenting symptom for a long time and made many large aP 
small pragmatic adjustments to it. These allowances have been the 
expression of the group’s self-perpetuating dynamism and, hence, present & 
therapeutic effort which is born out of the group homeostasis, and runs 
counter to the type of therapy which the psychiatrist would consider 
appropriate. Uncounted labors of rationalization, of lore manufacture Q 
apology and prohibition, of exorcism and ideologic-magical techniques hary 
been practiced upon the patient and his presenting symptoms. EAS 
member of the group has reacted in his specific way to the patient’s con® 
tion time and again, thus increasing the intra-group tension and the lo% 5 
of total pathology, until often it becomes almost impossible to say who? 
the sickest member, whose sickness is primary and whose is reactive: 

The patient comes to the office and reveals with considerable frankne™ 
his presenting symptoms. As often as not he or she insists that some one 
member of the family be present during the first interview. And most ` 
the time we do well to permit it, especially once we realize that we H 
being asked not so much to treat the patient as to treat the group, ° tre 
the patient for the sake of the group. 

He tells us only of those things which pass social censure. 
to mention anything of a “private nature.” These pre-censured ec 
plaints, while they tell us little enough of the nature and dynamics © i 
disorder, throw yet a very sharp light upon the type and mode of ar iv 
integration in which he finds himself. These symptoms are all given “g 


He is reticent 


ingly. They are the weeds which he wants us to cut out, and pe mpe 
digging at the roots. These primary symptoms are Cees develo” 


patient and his group as entirely unrelated to his personality an 
ment—foreign intruders which the physician is expected to extract. 


weet. 
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Once this is understood it would be only with reluctance that one could 
subsume the family attitude under the heading of resistance in the sense 
Which Freudian psychodynamics have attached toit. This group attitude 
involves more than a single energy system which presents itself for repair. 
It is that of the whole group and it asks not for a re-designing of its original 
plan, but rather for a restoration to its original design; it does not want to 
Move forward into the unknown; on the contrary it wants to be returned 
to 2 past moment in time when it functioned well, at least in the glorifying 
light of things remembered. This group conservatism is powered by the 
multi-personal energy which, in a long historical process of mutual adjust- 
Ment has come to be invested in the maintenance of status quo—status quo 
which in reality was but a slow process, whose motion was too imperceptible 
to have been noticed by the members of the group. 

The group is adamant about its specific demands. It fears to be muti- 
lated by one of two forces: either the neurosis which has by now gone 
beyond social tractability, or the cure which is suspected of having designs 
Upon the whole ancient mode of group integration. A cure isnot acceptable 

it involves, as the group suspects, a radical reorientation of old attitudes 
and convictions which somehow have “always been good enough” to hold 
the group together in its functioning. Hence, patient and family press 
You with this in mind: that you remove the disturbance without disturbing 
the rest. ‘This is clearly impossible, although from the viewpoint of the 
Broup it is not only reasonable but, as a matter of fact, justified. The 
Most sensible answer to the dilemma would be to invent a new form of 

erapy which would involve the whole group; but unlike the conventional 


Stroup therapy, it would involve not an accidental group but the family of 


© primary patient with the goal of weakening the hostile-cohesive com- 


Ponents of the family integration. I do not know at this moment how 
£asible and, hence, how effective such therapy would be. I have at 
cen able to try it. But it is in keeping with the observations I have made. 


Special phenomenon which has never received sufficient sone 
family situation in which some abnormal manifestation—no only : 
t of a dominant member o 


Aettosis, b i strong character trai nemb 
iS family e eara or a physical disability of an mi 
“As assumed the quality of a new member of the group, often Nee © 
ost feared, respected and cherished one, on whose altar each must me a 
nad give ritual proof of his loyalty and devotion. In eae ae 
“ruel and tyrannical phantom members gain an almost os, a 
a the group, having usurped the place of more normal and cc ee 
Ntegrative fe The fact that father drinks, that mother ai mi z i 
At sister has diabetes or that Sonny is a congenital idiot may Sowy Du 
rely become the prime integrator of the unfortunate family. 


is th 
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In the face of such situations which are usually not perceived as abnormal 
and in need of medical help by the members of the group, the physician, 
should he come upon them, is hopelessly inadequate. It has become so 
much more mandatory for the pathology to maintain itself than it is 
feasible for the family to be restored to normality that psychiatric inter- 
vention, even when demanded, is usually unacceptable. Pathological 
group forces, however unequal to the task they may seem to us, have been 
successfully invoked and charged with the performance of duties which 
are more commonly under the control of other agents. But as long as the 
system works, and sometimes it works forever, there is no room for the 
physician. Admittedly, these are extreme cases, but they are by no means 
rare. 

Just as soon as the patient and his family come to realize that the pre- 
senting symptom does not lend itself to simple amputation, they see the 
psychiatrist only as a threat to their mutual integrative interaction and, 
according to circumstances over which the physician has little if any control, 
they consider him either a charlatan or amonster. Extremely vulnerable 
and largely unconscious value systems clash during the psychiatric con- 
sultation, where the physician is at the mercy of his patient’s value syste™ 
which, unlike his own, has the sanction and moral backing of the group- 

Under these circumstances one must not be surprised that it should be ex- 
tremely difficult to obtain a more or less complete and intimate history: 
sap the patient is usually cunning enough to sense that the more detailed 
and intimate aspects of his suffering would, if revealed to the physicia” 
isolate him from the group. This intense conflict between centrifuga 
and centripetal forces in reference to the group is almost never absent in 
the rural neurotic who comes from the usual strongly integrated family: 

The greater cohesiveness of the rural family not only mobilizes the family 
against radical changes in its midst, but it also re-enforces conscious aP 
unconscious prejudices against psychiatry which are present everywhe!® 
but which may be overcome more easily in isolated cases than they can P° 
in a group defending a common pattern of living. 

The rural community cannot be expected to know that the methods ot 
psychiatry are at variance in many ways with those of other branches ° 
medicine. Those other methods are the sole criterion by which they tae 
oo physician’s ability and integrity. The internist or surge?” 
pa hat eae 8 and his family’s social, moral, intellectual and emotion® 

ae ‘atively untouched and certainly do not, in most cases, deman 
i aig revision of seemingly distant and disconnected attitude”: 
ee oe hate become mandatory, they are asked for and ae 
ame o! physical comfort and somatic survival and not in the 22 


e A e 
of a new and fuller life. In physical disease there does not reside, 2 th 


o aĖŮŮ™ h 
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mind ofs i 5 
avin eee eee p one’s having been mistaken, 
deal; £ s of living, loving, thinking, feeling 
oe! larte and with others. But such a hidden ate an 
May vive ck ye ae the open by any corrective advice the psychiatrist 
Aa véistepriin cn elt by the patient and his family as an offense, as 
Neuetienies ae g i ose boundaries on which the general practitioner and 
Bisttinoel ja a usually agreed in silence, It has come to this in the recent 
ARS TE that certain subjects are taboo between the average 
an a his patient. This is reflected in the kind of history which 
es nowadays, anxiously avoiding inquiry 


th 3 
e rural general practitioner tak 
s life which might be revelatory of any 


i 
coe eet aspects of the patient’ 
Tk ah maladjustment. 
alike h a Te the average physician, general pr 
their Betis lg ‘relinquished their educatio 
omain, the S and are oblivious that such a function w: 
refrain “on psy chlateiat's work is basically pedagogic. While his confreres 
him the mor snooping, i from “intruding upon their patients,” they make 
“snoop,” ee e Suspens in his patients’ eyes; for the psychiatrist must 
patients’ — have intimate information, he must gain access to his 
clings, at the risk of being mistaken for a salacious “Peeping 


om.” 
As — k 
the psychiatric patient learns that he cannot in the long run decide 
what parts he may suppress and 


What 
“i — of his history are reievant and v 
impart ieee of fact, it is precisely that which he does not want to 
S often = he must give up—as this tug-of-war is in progress, the patient 
he psy hi not will quit, and in no uncertain terms warn his friends about 
Ychiatrist and his filthy curiosity. Only a very broad program of 


adult : 
education, adjusted to the rural level, can in the end alter this state 
ds of anyone who tries to practice 


actitioner and specialist 
nal function toward 
as ever within their 


9 means restricted to them, 
= into two discontinuous cate- 


a nosolo} 
t a hopeless prognosis an 
has nothing in common with craziness 
c cause. The psychiatrist is to be 
be avoided in case of nervousness. 
lly he is supposed to relieve the 
nee of the crazy- 


age 
‘toe ring which carries with i 
and is Si The second, nervousness, 28S 
Called in Pposed to arise from 4 somati 
e dinor a of craziness but he is to 
cure either, but traditional 


angui 

is s p 

F ed family of the disturbing prese = 
e craziness is incompatible with social acceptability, this is not at all 


ee 4 $ 
6 with nervousness. Almost everybody jis nervous at times, and 
everybody has been given DOW and then a sedative or “nerve tonie” 
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as it is called by his family physician. If the fiction of underlying ‘somatic 
pathology can be maintained, and anyone familiar with Bennett’s* paper 
knows how often and how irresponsibly this is the case, any settlement of 
the neurotic problem is indefinitely postponed. Much time and money 
are wasted by patient, family and physician in getting to the somatic root 
of the trouble, a root ranging from decayed teeth, chronic appendicitis, 
ovarian cyst, fibroid tumor, to pus on the kidneys and the catch-all, 
menopause. 

An important variant to this attitude and often enough an alternate one, 
both of physician and patient, is reflected in such remarks as, “If it’s only 
my nerves, I can control them.” “Mind over matter. It’s all in your 
mind. Stop worrying, there’s nothing wrong with you.” “It’s all in his 
imagination.” ‘What she needs is another child to take her mind off this 
nonsense.” , 

The lingering conviction that insanity is a kind of devil possession which 
belongs to the psychiatrist, while nervousness does not, is a superstitious 
survival which draws its strength from the continued massive belief 12 
magic. Such a general attitude toward mental illness determines the 
general attitude toward psychiatry or what psychiatry is supposed to be. 
And here it would appear that psychiatry is somehow a derivative of magi? 
too, a.counter-magic. And, therefore, we must not be too surprised if We 
find that to the average rural inhabitant a psychiatrist is first and last 2 
man who can read people’s minds. Day in and day out we meet peop e 
who ought to know better and yet who share in this fantastic conviction: 

Where did it originate? What does it signify? salf 

It originates no doubt in the infantile psyche which considers itse 
transparent to the eye of authority, the eye of God at least. Recalling 
what has been said about the rural psyche already, we are less at a 1033 to 
understand the survival of this infantile notion into adulthood. AP®" 
from God, the psychiatrist and the professional mindreader have retaine 
this capacity for reading people’s minds but they derive their power from 
another authority. 


: “ms 
Freud has paid a good deal of attention to the meaning of God ae 
c 


ther 
age 


father whom-we avow, who knows our hearts and judges 
and intentions. The devil is the father whom we disavow, who know: 


: s 
2Bennett, A. E.: Faulty Management of Psychiatry Syndromes Simulating 
ganic Disease. J.A.M.A., 130: 1203-1207, April 27, 1946. 
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loins and judges our unconscious desires. God is the father of purity, the 
devil is the father of filth. 

It now dawns on us what people mean when they say that the psychia- 
trist can read their minds. They suspect that he can or at least wants to 
read those of their thoughts and drives which they have succeeded in 
excluding from their own consciousness. And in this, they are absolutely 
correct. Hence, is it surprising that the people should see in us a creature 
closely related to if not identical with the devil? 

It is in the Grade B motion picture that we can see ourselves as the 
People see us: a sly, uncanny character with a goatee, with an enveloping 
Slightly sticky manner, with an air of evil inevitability, feline and fatale 
at once—in short, the Devil in the guise of a gentleman. And as the 
celluloid drama unfolds, the psychiatrist either triumphs in his evil in- 
tentions, or he is revealed as a fraud, to the hilarious relief of the audience. 
For in proving him to have been but an impostor, 
to exist at all. A 

If this is what we represent to the rural public, is it surprising that they 
should not demand our help, even if they need it? This is the situation 
Which the psychiatrist faces when he decides to settle in a rural community. 
It is an immense challenge but one which can be conquered. 


he has been proven not 


THE ORIGINAL OF THE “SLEEPING BEAUTY” DISCOVERED 
By THEODOR REIK, Ph.D.* 


A cousin of mine, who is now a major in the British-occupied zone of 
Germany, sent me a copy of the latest issue of the Zeitschrift fucr deutsche 
Volkskunde. I read it through from coyer to cover, but the only startling 
matter contained in it is a paper by Dr. Karl Romacher, the 76 year old 
lecturer on German folklore at the University of Heidelberg, on—of all 
untendentious subjects—‘‘The Sleeping Beauty.” 

It appears that in the last attack of the R.A.F. on Kassel the Landes- 
bibliothek of that city was hit and severely damaged. During the clearing 
work in the manuscript room a librarian found some loose pages of a manu- 
script which had been stuck between the drawers of an old chest and thus 
remained unnoticed for more than a hundred years. The manuscript 
bears the title, Dornreschen and is in the neat, scholarly handwriting ° 
Wilhelm Grimm. On the margin of the first page is the following notation, 
in pencil: “Kassel, September 1812. Told by Marie in the W ildesche 
House.” It is a known fact that Wilhelm Grimm was at this time secretary 
of the library in which the manuscript was discovered, and that he collecte 
most of the Houschold Tales in Hesse and especially in the house of tHe 
chemist Wilde. 

Expressing regret that he cannot go into all the details of his research on 
account of the paper shortage, Dr. Romacher merely summarizes the results 
of his minute comparison of the Kassel manuscript with the accepted form 
of the fairy tale as suggested by F. Panzer (Die Maerchenliteratur, Leip 
zig, 1913) and especially the edition by Franz Schulz, Die Maerchen der 
Bruder Grimm in der Urgestall, (Offenbach a.J. 1926.) The last part © 
the Kassel manuscript differs decidedly from all other versions an¢ is 
Romacher goes so far as to assert (supporting this thesis by quotations Boa 
the preface to the second volume of the original edition of the “Househbo 
Tales” as well as from the correspondence between the brothers Jacob Ee 
Wilhelm Grimm) that it is in this form that “The Sleeping Beauty un 
known originally, and that the other versions are secondary distortio yt 


The first part of the fairy tale in the Kassel manuscript shows only § a 
"aro 


differences. There is the impenetrable hedge of thorns growing The 
the castle and the king’s sons who tried in vain to get through it- isin 
thorn hedge disappears at the destined time and the young prince fine pass 


d 


stead, a wall of beautiful flowers which part from each other and let him 
through, unhurt. The sentence “Then the flowers closed again ben 
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him,” is omitted in the Kassel manuscript, but after that the tale goes on 
exactly as one expects it to. The young prince comes to the little room 
where Briar-Rose is sleeping. Hecannot turn hiseyes away from her beauty, 
and finally he bends down and kisses her. She opens her eyes and looks 
at him sweetly, and soon afterwards the marriage is celebrated in full 
splendor, 

The form which Dr. Panzer, Dr. Schulz, Dr. Schoof, and many other 
Scholars consider the definitive one, ends at this point. The Kassel manu- 
Script continues. It is on the basis of this additional material that Dr. 

Omacher concludes that the original fairy tale, as it has been known for 
many hundred years in German folklore, has at last come to light. The 
ast page of the manuscript is badly damaged and some words are only 
Partly legible. Professor Romacher’s careful reconstruction reads as fol- 


lows: 
(f 


— ee 


k «and they lived happily ever after. 
Some months passed by and the king’s son began to feel restless and 
Cred. He wanted to leave the castle in search of new adventures. There 
must be, he thought, other sleeping beauties whom he could awaken with a 
Iss. And he imagined how they would open their eyes—which he imagined 
AS being sonietimes blue, sometimes hazel, or dark brown—and look at him 
pveetly, One day ken he was walking about the castle ground he noticed 
that What used to be a wall of flowers was now again à hedge of thorns so 
ìgh and so thick that he couldn’t work this way through it. Everyday 
Alter that he slipped out of the castle by a side entrance and tried to find 
ome Opening in the hedge. Everyday the hedge grew thicker and higher. 
T took a sword and tried to hack his way through but the thorns held fast 
OBether as if they had hands. At last the young prince gave up ogee 
i aed to his wife, Briar-Rose. She told him all about her em 
© Cook and the kitchen-maid, and what the butler had said to ins a. 
à ess and what the laundress answered, and what she herself had wante i 
iy © the chamber-maid, but didn’t. While she was — bop i 
Te © young prince grew heavier and heavier, and in sie 9 ee vaste 
AL the courtiers could to to prevent it, he fell into a sleep tha 
Ndred years,” ; 
ane footnote Dr. Romacher announces that he is ge eee 
ot on the Kassel manuscript, to be published in the hg hiv : an 
Udium dey neueren Sprachen und Literatur. This paper will prove 


he French 
a te of the sleepy prince-consort can be or pte “4 = 
foun? -erce Forest, 1526, to Basiles Pentamerone, 168 riea ee 


fol nd in certain Russian, Catalonian, Tibetan, 
tales. 


AN ABRUPT CESSATION OF MAJOR NEUROTIC SYMPTOMS 
FOLLOWING AN HYPNOTICALLY INDUCED 
ARTIFICIAL CONFLICT* 


Br MEHL McDOWELL, M.D.t+ 


The purpose of this paper is to report an abrupt cessation of major symp- 
toms in a severely neurotic man, following the bringing about of an hyp- 
notically induced artificial conflict. The “mechanism of cure” is not €P- 
tirely understood, but I will offer some hypotheses. This young, married, 
World War II veteran came to the hospital because of a severe and chroni¢ 
anxiety state. The major symptoms included frequent attacks of anxiety, 
irritability, difficulty in concentrating his attention, severe sleep disturb- 
ance, premature ejaculation, marital discord, and feverish but ineffectu® 
activity. This illness had a gradual development over a period of approxi 
mately three years. It began while he was overseas in the Navy, was 
exacerbated upon his discharge from the Service two years later, and then 
increased until the time of his hospitalization. 3 

When I first interviewed him, three days after his admission, there ha 
already been some decrease in his overtly disturbed behavior. He ma A 
light of his illness, placing the interview on a man-to-man, camarade? 
basis, rather than the usual patient-to-doctor relationship. His only * 
quests were for help in getting rid of the sleep disturbance, l 
expert opinion as to whether he should go to college. He gave a typi is 
evasive “normal” sexual history. The true incapacitating extent 0 A 
illness was learned only from his wife, and was not admitted by the patie a 
until after his recovery. The wife, too, omitted mentioning the sexu 
disturbance. He was pleasant and, except for his rather transparent ct, 
courageous front, there was no inappropriateness of his behavior OT a ate 
and no thinking disorder was apparent. His speech was rapid, ane © ety: 
was an obvious undertone of depression, and tenuously suppressed anxi 


History ined 
PT a s A x . al! 
In addition to the patient’s story, historical information was on ree 
from his wife and an aunt. His mother had died when he was near y amily 
years of age. He was then taken into the home of a large unstable to 
of close relatives, living in the most destitute section of a large South 
ent ° 
* Published with the permission of the Chief Medical Director, Depart ty for 
Medicine and Surgery, Veterans Administration, who assumes no respons! 
the opinions expressed or the conclusions drawn by the author. ai 
} Formerly resident physician in Winter Veterans Administration Hospitals 
Kansas, now in Westwood Village, Los Angeles, California. 
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ean som ip to the loss of his mother and to the subsequent poverty of 
euer E materal satisfaction was stormy, and was evidenced by 
E a per ao nightmares, and stubborn resistance to toilet 
of alent a n ever, as he passed into boyhood, he developed a variety 
— Jon enses against his dependent needs, and against his hostile 
obtained a, y o a cocky, self-sufficient, but likable manner, he 
Nether zo a riendship and appreciation he had lacked at home. He 
aa A Pa his aggressions by the development of high moral and 
tention ae ards, and an insistence upon orderliness, cleanliness and at- 
Paging cen = Acceptable aggressive outlets were found in his out- 
pa po ormance in athletics, especially boxing and football. For two 
a completing high school he successfully worked in the parts 
a, E e an automobile manufacturing firm, gaining several promo- 
and Stal. en courted and married a college-educated girl of a well-to-do 
B0cial ace y prominent family. His brave and persistent drive toward 
Phos oe was somewhat strained by this relationship, but the mar- 
Service int ae as a happy one. A few months later he volunteered for 
and childr e Navy because, “T knew what those Axis bastards do to women 
He adi en, and I didn’t want them to get over here.” ? 

n ee well to an active Navy life, rapidly gaining promotions in 
many rend He saw a great deal of dangerous combat and participated in 
e important Pacific Island encounters. Throughout his combat 


exper; 
‘Alia he maintained his self-confident front, never admitting fear 
“nyone. He would yell and laugh and curse when under fire and when 
After several months of 


Tin, ci 
€ an antiaircraft gun at enemy attack planes. 
force of Marines onto an 


Acti : 
cea duty, he volunteered to go with a landing 
e Y-occupied island, presumably for a few days. However, the Navy 


k 

ee on the island for a number of months. There he was exposed to 
Reina life, for which he had not been trained, and was subjected to 
0 retali bombardment by enemy planes and artillery, with no opportunity 
Bea in active combat. He lost several buddies and had many nar- 

ees from death, himself. 
se 8 this period he received w 
S as to his wife’s fidelity, desp 
Gradually he began to suffer apparently unpr' 
When awake and nightmares w! 
fter he was taken off the island. 


Digi ord from relatives which aroused sus- 
t ite his conscious attempts to suppress 
txiety ovoked attacks of 
ŝisteq k 
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his wife and recently-born son joined him. His symptoms were intensified 
while with his family. When he returned to duty he improved and re- 
mained improved until he was discharged on points, several months later. 

He returned to his old job at home, living with his wife and child, and 
soon suffered an exacerbation of his symptoms. He feverishly intensified 
the tempo of his behavior, while becoming increasingly touchy and verbally 
aggressive. His compulsive defenses gradually disintegrated into obsessive 
and impractical rumination regarding trifling details of the recent day’s 
work, the straightness of his tie, etc. His financial affairs became seriously 
confused. At home he was moody and irascible. During sleep he would 
yell, moan and thrash about in bed, occasionally striking his wife and 
frightening the child. Finally, after a year at home, he reluctantly came 
to the hospital at the insistence of his wife, family physician and employe". 


Therapeutic Program 


The patient’s present illness appeared to resemble his reaction to the loss 
of his mother and to the subsequent frustrating environment in his child- 
hood. With this in mind, the initial therapeutic program was directed 
toward gratifying his need for appreciation and re-establishing the defenses 
which he had developed early in life. The therapist and the hospital per 
sonnel adopted an actively friendly attitude toward him. He was given 
opportunity to enter competitive athletics and to work in the various os 
cupational therapy shops. He was seen by the therapist daily on wat 
rounds, three times a week for office interviews, and was permitted to 8° 
home for weekends. : 

Four weeks of this program failed to relieve his symptoms. He left & 
series of eagerly started, never completed articles all through the occupa- 
tional therapy shops. His sleep disturbance was severe, with gera 
groaning and falling out of bed. When at home on week ends he was as 
disturbed as before coming to the hospital. In his interpersonal pelt 
ships, his carefree, friendly vencer was easily and frequently broken throus 
especially in situations where he was placed in an inferior, unappreciate j 
role. Several attempts by the therapist to relate current episodes of an 
xiety and irritability to this type of situation, met with poor success. we 
would agree with the interpretation but without conviction. In the 0 1 4 
interviews discussion was repeatedly thwarted by his characteristic, ® 
most blanket amnesia for traumatic experiences. He was unable to ees 
any frustrating events or hostile feelings related to his childhood. Oa 
combat experience he could recall only the most general and eco 
undisturbing events, with slight display of emotion. Intravenous a te 
pentathol and hypnosis were tried in an effort to bring essential ma 


to consciousness. 


——<— 
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Hypnosis proved the more successful, and considerable important ma- 
terial was uncovered during fifteen hypnotic sessions. The hypnotic tech- 
niques employed included the projecting of past events upon an imaginary 
Screen, regression techniques, and the suggestion of dreams, both in and 
Cut of hypnosis. The material obtained included emotionally-laden events 
of childhood and pre-service life, but mainly consisted of a large number of 
extremely dangerous combat experiences. Considerable affect was re- 
leased in this manner but he always maintained some restraint. The ma- 
terial, Which included some guilt feelings associated with the death of bud- 

les in the Service, was discussed both in and out of hypnosis. This ap- 
Proach, however, led to no clinical improvement. 
I T next attempted direct hypnotic suggestion of symptom disappearance. 

© Would readily perform simple hypnotic suggestions, and developed an 
amnesia for the hypnotic sessions upon suggestion. Despite this hypnotic 
“Uggestibility, repeated strong, positive suggestions toward the cessation 
ee lessening of his specific and general symptoms, both in the hospital and 
*t home, completely failed. Another four weeks had now passed without 
provement. i 

I then considered the use of hypnotically induced artificial conflicts asa 

Means of facilitating the patient’s gaining insight into the dynamics of the 
ifficulty he was having with interpersonal relationships, and the import- 
“ing that this played in his illness. One rather simple experimental conflict 
shay Suggested, but conflicting external factors made the gr a 
i T was planning another one, when at o pa mee with 
> aS the patient was walking out of the office, ae ofthe ‘a an 
orly concealed uneasiness, asked if there were any thing a fellow ye a 
"being like a “Gack rabbit” in sexual intercourse. I told him tha 


i i å jew i rished. I was immediately 
IScuss jt a e interview if he w ished. i : 7 
it at a future i aa wiii the atentate 


'nded of a case reported by Milton Erickson‘, in he | ae 
a following so suggestion of an ingenious, aay a 
ar ag artificial conflict. I resolved to construct a sim! ar s 
ee tentative formulation of the pathogenesis of my pa jer 
A utilizing a symbolization of his premature eiai n 
i t the next interview the patient still showed no clinic e 
mea deep hynotic sleep, and presented him with the fo 
ip i h I had previously prepared: 


Do 


°F an artificial conflict whic 
this hospital a short 


No ; ened in ‘ 
whe) nes Pm going to recall to your mind an event that Eaa il remeriber tie details 
Fih 99. Iwill tell you all I know about this thing, an o the hospital 


gu zne. You walked int 
wot Been nd relive the feelings you had at that tr down at the counter next to 


E: J i t 

a Cade, ange, dressed neatly in civilian clothes. oe feria aca looked up and 
si N 7 Ai A 

mileg turse, who was then silting on your right. os attractive brunette. Neat to her 


a ; 
Provingly. You smiled back, as she was 
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was another cadet nurse. These girls were talking together. You felt an urge to smoke. 
You lit a cigarette. Ashes quickly formed on the end of it. The nearest ash tray was in 
front of the attractive nurse. Her lovely, white, left hand rested, palm upward, on the 
counter between you and the ash tray. The ashes seemed to want to fall off as fast as 
they were formed. You didn’t wish to appear untidy, so you abruptly reached over to 
put the ashes in the ash tray, but instead the ashes fell cff into the palm of her soft, white 
hand. She pulled away, and seemed surprised and disappointed in you. You apolo- 
gized in embarrassment. She smiled in a half-hearted way, and said, ‘It doesn’t malter- 
You couldn't help it, I guess.’ Then she turned her back and began to talk to the other 
nurse. You were still thinking about what you had done when you overheard her say 
that she liked to see a man who could smoke cigarettes and still hang on lo and control his 
ashes. She and her friend then got up and left the Exchange without seeming to no!rce 
you anymore. 

“Now, I have just told you an event that happened a short time ago. I told you all 
that I know about it, and you have remembered the details and the feelings you had during 
this episode. When you awake, you will not consciously remember this event, but it will 
remain in your unconscious mind, and continue to affect you without your knowing what 
is doing it. Now, PI slowly count to seven, and you will then be wide awake. How do 
you feel about this thing that happened? Does it bother you? One. You are gradually 
waking up now. Two, etc., etc., etc., etc.” 


After his coming out of the hypnotic state, he began discussing his occu- 
pational therapy program. He seemed somewhat preoccupied, as if he 
had a problem on his mind he couldn’t shake off, but was apparently 2 
nesic for the hypnotic session. He lit a cigarette, kept looking at the ashes 
and thumping them off in ash tray, overfrequently. 

The next morning the patient was not on the ward as he usually wes 
when I made ward rounds, and I did not see him that day. The followin’ 
morning as I walked onto the ward the patient came up to me, smiling 
eagerly, and volunteered the information that he had had a very cle! 
dream, and was surprised to have remembered it. He went on, without 
prompting, to tell me the following dream: 

He was in a large auditorium in Russia, silting beside President Truman who was ki 
shirt sleeves and wore no tie, The patient was dressed in rather dirty pants and a slopp” 
sweat shirt. Truman went up front and started making a speech. The patient bocan 
angry as a group of ladies dressed in white, sitting behind him, talked so low : 
in Russian that he couldn’t hear President Truman. So he got up to dance wilh a pretiti 
black-haired Russian girl dressed in native costume. T'hey danced for a very short par 
with great enjoyment, but he suddenly excused himself, saying that he had to g0 get 80” 
clean clothes. She didn’t want him to go, but he did; and as he looked back, She d 
still standing there, longingly. -He left the auditorium crossed some water, and ant 
a dark tunnel. He came out well dressed and went naani restaurant, after talking 
a little to a Russian soldier and sailor outside the restaurant. They spoke Russian on 
he spoke English, but they seemed to understand each other. The dream ended he 


7 T 
i After ward rounds, in my office, I asked him to retell the dream o 
Ypnosis. He did this with very little alteration, adding that he w25 ° 


p” 
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barrassed dancing with the girl and had to leave her. I then asked him to 
Tecall what went on in the previous hypnotic session. He said, “You told 
me about going into the hospital Canteen, and sitting down next to a cadet 
nurse, but it wasn’t true.” When I asked him to tell me about it, he told 
Practically the same story that I had told him, but in his own words and 
Vocabulary. He also told of his feelings during the event. ‘She thought 
Was clumsy, uncouth, without manners. It made me feel pretty bad, 
and sort of mad.” Asked if this had been on his mind since the last inter- 
view, he said, “Yes, I guess so. Something kept bothering me. I had to 
“ep on the move. I went out for a couple of beers last night.” He had 
ae the hospital without a pass, something he had not done before. Asked 
the dream were related to the story I had told him, he said, “Well, I 
aie ever remember dreams. Oh, yes—that girl—I didn’t want her to 
a R I Wasa bum. I had to leave and get well dressed. She didn’t seem 
i pete, though.” I then brought the patient out of hypnosis, after telling 
m that he would recall this interview and all of its connections. 
al oo next day he reported for the first time since admission a complete 
oe of symptoms. His irritability had left him after the hypnotic 
awok k the day before. He had had a good night’s sleep, had no dream, and 
Dass fy rested. This was quite unusual for this man. He then requested a 
i 0 go home for the week-end, which was granted. I asked if he had 
iam thinking about the previous interview, and he said he had and added, 
can see the connection between the story you told me and my dream. 
after s story, the girl first thought I was educated and well mannered, but 
r I spilled ashes in her palm she thought I was just a bum underneath 
te clothes. In the dream the girl was more like my wife, probably 
"sents my wife. She took me for what I was, and didn’t care about 
a p thes, but I couldn’t stay with her. I had to show her that I wasn’t 
M, and could be well dressed.” 
returning from his week-end pass, he appeared quite pleased, self- 
hed, calm, and without apparent tension. He stated that he had had 
ot week-end, and had enjoyed his wife and: child very much. 
hag ? asked about his sex life, he reported, with a pleased smile, that he 
Complet Sexual intercourse with his wife several times, and that it was 
b ig ely satisfactory. This abrupt cessation of symptoms was confirmed 
ee and has persisted to the time of this writing, one year later. 
tail amazed by the immediate turn of events, I requested a more de- 
“Sac Sein history, especially regarding his symptom of being like a 
a ane ” There was nothing unusual about his early sexual history. 
three di ad occasional heterosexual intercourse prior to his marriage with 
Sode, re erent girls over a period of several years, and felt that these epi- 
ere satisfactory. He maintained that he had satisfactory inter- 


Ontaj 
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course five to six times a week throughout the few months of married re 
before he entered the service. The symptom first began while he was 8 E 
in the Navy, after the onset of the present illness. He then had inter — 
with several different girls at different ports, and suffered premature Gja ct 
lation each time. He later experienced this symptom with each = 
course during the three month period he was stationed in the United A : 
living with his wife. It had persisted after his discharge until the preced a 
week end. He had worried about it considerably, believing that it pe 
probably due to the fact that he had never been circumcized. He oe 
iterated his pleasure in his recent week-end success and said that his w B 
did not want him to return to the hospital. When I asked why he thoug 
he was able to function better, he said, “By talking with you and e 
hypnosis, I have got rid of all those complexes that I have had, and fe 
better all the way around, as well as I ever want to feel—relaxed, and W : d 
real peace of mind.” Asked how this had occurred so suddenly, he w 
“Well, I just seemed to see thingsin a different light. I realized we could ae 
go on thisway. Our marriage had to be one of deep love that goes all a 
way. Ihad a change of attitude. I used to always stop in town for a E 
beers before going home. Saturday I hurried directly home from the t! me 
My wife was waiting forme. We made love and had intercourse that ve 
afternoon.” aie Ore 
Startled by such an abrupt recovery, I sought consultation with aie 
Margaret Brenman and Dr. Merton Gill*. I was fortunate in having ete 
siderable help from them, especially the former, in the study of the recov: 
and the subsequent course of the therapy. empt 
In the next week, six one-hour hypnotic sessions were held in an atte! it 
to learn something about the meaning of this symptom to him and lie 
had disappeared so abruptly. A few points which seem quite obvious we 
the strong feeling of guilt which he had because of his extramarital ~ a 
activities; his use of sexual intercourse with his wife as an aggressive gee 
“T would finish in a hurry and run away while she was holding out her 27 ite 
for me to stay”; and the feeling he had had before his recovery that his ae 
really didn’t love him any more. His dreams repeatedly expressed TE 
den change, following which everything was “bright and clear.” a to 
calm and contented and not in a hurry anymore.” Recurrent attemP é 


1 
i nes now § 
learn the cause of this change always led to the association, “I knov 
loves me now.” 


The patient willin 
order to learn more 
ture employment. 


ip 
. . . x8 
gly remained in the hospital several more are u 
about automobile maintenance, in preparation ) es? 
During this time he was seen two to three tim r- 
te 


In 
*Co-authors of Hypnotherapy. A survey of the Literature. New York, 
national Universities Press, 1947. 
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week in the therapist’s office, in an attempt to give him additional insight 
into his recent neurotic illness. This was difficult as he was getting along 
well and had no complaints. However, some interpretations were possible. 
He was considerably more amenable to introspection and interpretations 
than before his recovery. He was still an outgoing, pushing fellow, but 
actually seemed a bit humble, and was able to admit many weaknesses and 
faults, which formerly could not be touched on in our discussions. He 
developed superficial but apparently more than intellectual insight into his 
great need for affection and care from others. He recognized his hostile 
reaction to anyone whom he thought was regarding him as inferior, and 
how this resulted from his basic feelings of inferiority. He also recognized 
the aggressive element in his premature ejaculation. He felt that this 
developed from his hostile feelings toward his wife, who hadn’t had much 


ae for him when he returned from the Service, being too busy with his 
child. 


Follow-Up 


mee wife was interviewed two months after the patient's loss of symp- 
ie, She was enthusiastic about the change in him. She confirmed, 

hout questioning, the time of onset of the recovery. On that particular 
eae he had come home “a changed man.” This was remarked by 
: hers, including his father-in-law, who said that the patient would sit 
Own and talk with him comfortably, for the first time since he had known 
a His wife also confirmed the sexual history of premature ejaculation 
de the abrupt recovery at this same time. She said that formerly he 
ang tated very little affection and had sexual intercourse in an abrupt 
itis quite unsatisfactory manner. He was now affectionate, would make 
Sal love from one-half to three-quarters of an hour and have actual 
tyin 3 Intercourse for ten to fifteen minutes. She claimed to reach a satis- 
iy a lima with nearly every intercourse, and felt that their sexual re- 
Was ‘a Up was better than it had ever been. ; She also said that her husband 
ie tnt nervous and slept better than he did before he entered the Navy. 
TN emphatic in her statement that there was no change in the reality 

lon to account for his new attitude toward her. 

ne year after discharge, the patient was seen again. He was maintain- 
n 8 recovery and making an adjustment which seemed better than at 
Y Previous time. He was still a hard working, outgoing, sociable fellow, 
confident t much more stable, calm, unpretentious and realistically self- 


Discussion 
The ther: 


Expla; apeutic effect of hypnotically induced artificial conflicts has been 
Plaine 


in several ways. Eisenbud? suggests that the patient may be 
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“desensitized” to the emotional situation which produces his symptom k 
repetitiously producing artificial conflicts which exacerbate the: pees 
and permit the therapist to remove the conflict and symptoms lh cally 
insight into the artificial nature of the conflict. The patient set re 
carries over this “desensitization” to his non-hypnotic state. At leas i 
has had an effective demonstration of the emotional basis for his sympto at 
An “abreactive” benefit has been suggested by some. Alexander’ Ti 
referring to hypnotic techniques) states that a “corrective p Pe ji 
perience” in therapy may sometimes be speedily achieved by the bec ai 
producing a replica of a traumatic situation in the past, which gives 
patient sudden, vivid revelation. Ny. athe 
This technique should be based on a tentative formulation of the pa aal 
genesis of the patient’s illness. As indicated earlier, I felt that this os his 
current decompensation was precipitated by his feeling of rejection yaa 
wife and that this was a reproduction of a traumatic emotional oe a 
associated with the loss of his mother in early childhood. This ame 
to construct the artificial conflict about a rejection of the patient ai y 
woman. His inquiry plus Erickson’s report lead me to include hae 
(by the use of the cigarette and the ashes falling into the woman S ee 
the symptom of premature ejaculation. The technique of piirati a 
presenting the story is considered important and in this respect I fol ? he 
the recommendations of Erickson’ and Wolberg’. The relationship aie 
patient’s spontaneous dream to the artificial conflict and to the reor oe rst 
tion of his internal dynamics offers material for speculation. The He 
portion of the dream seemed to portray the elements of his illness W 


el ` 
were exacerbated by the artificial conflict. The return from the tun? 


his 
clean and able to understand Russian officers, seemed to reprene ae 
recovery, as if to say,“I understand you now, doctor, and will 
properly in the future.” 


y in- 
That the recovery was related, at least in part, to the hypnotically * 
duced artificial conflict se 


the mechanism of the recovery. One the 


dl jati 
he artificial story a denunte 


eee teen 
them to avoid losing my ¢§ ive 


To the author, it a 
patient a kind of “ 
up of his sympto: 


. bis 
Ppears that this hypnotic manipulation was to 
corrective emotional experience”! resulting in the 5 A 
ms. I suggest that there was some recognition 
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unconscious level of the unreasonably hostile character of his symptoms 
and into the need of love and approval which these symptoms prevented 
him from achieving. Having this emotional experience along with the 
Support of the therapist, he was able to sublimate his aggressive impulses. 
Fortunately, when he went home determined to love and thereby earn love, 
his wife and family were ready to react favorably to his new approach. 
One must be impressed by the quality of his personal and social adjust- 
ment following a type of therapy oriented on the level of symptom relief 
rather than directed toward deep-going personality change. It is difficult 
to assay the relative importance of the effect of the hypnotic technique per 
se and the effect of the total therapeutic program in producing this final 
outcome, 

The implantation of an artificial conflict in a hypnotized subject has long 

een practiced as a means of study? 5-7. 3 and of treatment? of psycho- 
Pathology, but the literature on this subject, while considerable, is inade- 
Mate. There is a need for the use of this technique under controlled 
Conditions wherein the dynamics of the basic personality, its pathology 
and therapeutic situation are sufficiently understood to allow a systematic 


Preparation of artificial conflicts and a more scientific evaluation of their 
elects upon the subject. 
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BOOK REVIEWS 


Psychiatry: Tis Evolution and Present Status. By Wiuiam C. MENNINGER. 
el $2.00. Pp. 138. Ithaca, New York. Cornell University Press: 
This book is a compilation of three lectures which the author delivered at 

Cornell University in the Autumn of 1947. In their printed form these 

lectures are enriched by numerous references to the writings of others ant 

by a carefully prepared index. After reading the first lecture it is easy tO 
understand why it became necessary to change the location of the lectures 
to a public auditorium so that the audience of 2,000 could be accomodate¢- 

In this lecture, from which the title of the book is derived, the author begi?$ 

by drawing no distinction between those who became psychiatric casualties 

during the war and the members of his audience. They are almost im- 

mediately made to feel that psychiatry is as much for them as for the men- 

tally sick. After this brief introduction the author has drawn a thumbnai! 

sketch of the history of psychiatry in the language of his listeners. ‘This 6 

followed by a discussion of the status of psychiatry today in its relationships 

ee medicine, psychology, social work, anthropology, sociology and reli- 
gion. 

_ The author’s second lecture to the faculty and students of Cornell, which 

is the second chapter, is entitled “Psychoanalytic Psychiatry: Its Contribu- 

tion to the Understanding of Behavior.” This chapter is a clear presentar 
tion of psychoanalytic theory, beginning with psychosexual developmen" 
and continuing with the unconscious, the structure of personality and a dis- 
cussion of some common mental mechanisms. This outline of psychoanal $ 
tic theory does not suffer because of the necessity for brevity and simplicity’ 
of presentation. The absence of any mention of the hereditary factor V4 
evidently intentional and does not detract from the value of this chapte™ 

The third and concluding lecture, which deals with psychiatry and the 
social order, is derived in the main from some of the author’s previous Wo" ai 

In discussing the contribution of psychiatry to t f socia 


r Fi he understanding 0t 11, 
problems, the author js at hi Tis EE eee ` jittle 
payekintny se em s is best. His realistic discussion of how 1% sd 


: y ag able to contribute to various social i is punctuate 
with convincing data about its potentialities for: the aren ie necess!\?) 
for collaboration between psychiatrists and other social scientists. ee 
realistic approach to his own specialty is a model which every serious sa 
dent of psychiatry cannot afford to overlook. 


Lro H. Barremerer, M-P 
Detroit, Michigan 


ined effort of two men who met during U 
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wealth of psychiatric wisdom. They have written in a manner that will 
appeal to all educational levels and it should fill, not only a great need as a 
book to orientate patients to psychiatric treatment and parents to their 
Job, but also as an orientation book in personality for medical students. 
urthermore, it should be of value to all other students in social science 
Classes which aim to give the student the dynamic psychology of Freud in a 
Simple style which they can relate to themselves as they proceed. 
i The first four chapters deal with “Our Machinery,” “Our Orientation,” 
ur Training,” and “The Development of Our Relationships.” In these 
Chapters they give an excellent description of what goes into personality 
ormation adhering to the Freudian structure but making sure at all times 
Aat the reader catches something of the necessary feeling which should 
“over the bony skeletal structure of description. A sample paragraph 
Should be the best way of illustrating this. In speaking of the stages of 
Psychosexual development they say, ‘‘These three stages have far more 
“gnificance than merely the physical gratifications or satisfactions or, on 
i 1e other hand, the frustrations that the child experiences. The activities 
volved, namely the way the child learns to eat, the toilet training, the 


areata Muinagement of the sexual curiosity and activity, are the basis of 
ee relationships to other people. They establish the patterns of the 
ay he w 


will f ill engage their interests, support and hostility, patterns that he 
fe ollow as long as he lives. It is through the relation with his parents 
ne Ine these events that he learns (or fails to learn) what it is to be loved; 
Be peas to love; he develops the techniques that bind and hold him to 
wi p e and people to him.” Other chapters continue with “The Struggle” 
uch deals With ego adaptation and then “Personality Structure,” “Mental 
Yochanisms,” “If You Go To The Psychiatrist” and ‘The Application To 
iea] “ven though it is an informative book on a complex subject it 
nd aL makes entertaining reading! | And its combination of simplicity 
valus ay mixed with chatty friendliness, yet sincerity, makes its many 
or z le points stay with the reader. There may be some who will object 
quali. very qualities of the book but, for our money they are important 
ay tes for getting results in psychiatric problems. Hence, when they 
fe tre ttusmitted so successfully into writing, the authors deserve credit 
le talent and effort. 
—O. Spurcron Excuus, M.D. 
Philadelphia, Pa. 


BOOK NOTICES 


Dynamics of Learning. By Navuanren Cantor. Price $3.00. Pp. 282: 
Buffalo, New York, Grune & Stratton, 1947. : ana 
Professor Cantor’s new teaching Bch ta stem mamy Ei he 

chological, dynamic approach to the teac ing-learning situa . : 
aioe Galleys fas the we of the relationship between students and le: 
in initiating the learning process. The psychological frame of refer ri Otto 
this volume seems to be closely related to the “Will Psychology” © aple, 

Rank and this limits its thesis. Some of the concepts, as, for ara. use * 

“projection,” are not employed according to accepted usage. The nev and, 

Dr. Cantor makes of himself seems to this reviewer to lack flexibility, Shes 

as he himself admits, prevented him in some of the situations he desc! 

from helping the student. sarily 
I am not persuaded that this new concept of ‘teaching must nee Dr. 
be tied up with the author’s social and political philosophy althoug 

Cantor makes a brilliant case for it. (Rudolf Ekstein, Ph.D.) 


"Ce 
Modern Hypnosis. By Lestry KUHN AND Sarvarore Russo. pric 
$5.00. Pp. 349. New York, Psychological Library, 1947. E i) 

The sub-title of this book is “An anthology of the latest contribution 

the science of hypnosis.” As an anthology it succeeds in present! ding 
fairly accurate view of many aspects of hypnosis, avoiding the mislea e 
material so frequently encountered in current popular treatments o the 
subjects. It fails, however, to maintain a consistent quality amena aan 
articles. The contributions of White, Wells, and Rowland are well c d i 
while articles such as those by Livingood, Beck, and Blankfort cou t beent 
have been omitted. As the book is addressed to those “who have no rs did 
able to keep abreast of this science,” it is regrettable that the edito int 
not provide some critical evaluation of the material included, nor acd eats 
the reader with the literature covering the twenty to twenty-five y A. 


which have elapsed since some of the articles were written. (Geral 
Ehrenreich) 


+ 6 $3.50 
The Case Book of a Medical Psychologist. By Cuartms Bere. Price $3 
Pp. 260. New York, W. W. Norton & Co. Inc., 1948. 


this new attempt to conceptualize 


for lay or semi-lay people with which tije 
could be any disagreement. Doctor. Berg bacily Enews “his anal; rer 
lesson” well. He seems to follow the echelons of the “English schoo ip 
garding the timing of the origin of the Super-Ego. Like Melanie peti 
he places Super-Ego development 


phase. There is a loose use of the word infancy through the book, 9° 


ri 
> book facilitates the finding of the joa! 
therapist by the emotionally su i 


fferi ti a SERI roblem 
Gia fai WUD ) ering multitude is highly p 
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EDITORIAL NOTE 


In Janus ' : 
of a the editors of the Bulletin presented the first of a series 
surgical aa to the special relations of psychiatry to other medical and 

The thesis of ies. The present issue is another in that series. 
The Tt a ine medicine can be formulated in various ways. 
in divide] ns i it in the issue of January 1943 as the conception of the 
is so often re ean oe unit, and not as he 
ing and Fe Sp by the strict organicist in medicine, a personality own- 
and ‘antes +h g z body which, like his automobile, may get out of order 
Which also o services of a physician. The psychiatric point of view, 
not; themselves see fae by an increasing number of physicians who are 
vidual and iter Ge hiatrists, is that everything that happens to the indi- 
as Well ag T ARATE to what happens to him have psychological 
anatomy, Chemis S p hysical aspects. Medical tradition is so rooted in 
considered ae y z physiology that the psychological aspects are often 
Progress to ha re a unscientific, but psychology has now made 
More hen tfe pe hat physicians can no longer decline to use it any 
-tays and o decline to use the discoveries of physics in the use of 
Contribui: “s 

P ‘lamin to our knowledge of the inter 
Medical Bsn of human beings are multiplying rapidly. New set-ups in 
approach ; ools, hospitals, and clinics are making possible a cooperative 
Yielding 9 the patient by psychiatrists and internists. This outlook is 
8 material of great value; it is also improving the therapeutic manage- 


Ment ; 
are i patients. At the Winter Veterans Administration Hospital there ` 
to the medical service, and all or 


action between the emotions 


Psychiatrie residents assigned 
by both medical residents and psy- 
i s well as staff and 


Near 
iin, all medical cases are studied ees 
€ residents, by s ad consulting psy¢ ristis Ran 
Co A s, by staff and consu g psychi y so 
“sulting Jotema, Similar arrangements for integrating the payehiat 
The caical approaches exist in many other places. + in this number 
M: 3 Editors of the Bulletin would have liked or emnists and psy- 
Chiagt studies of patients made cooperatively ee till in the proc- 
oc tists. This wasnot possible, however because we are Si oad, there- 


SS of ; 
t learning how to integrate and report 


Ore 

~“: We ais a si 
trista -0 aTe submitting the observations pene: AoT edical problems. 
(aies s is implicit. 


'Sts and gates 
one pathologist with respe fal staff colleague 


eax ` x 
ch instance the collaboration of medie 
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THE PSYCHIATRIC HISTORY IN THE TEACHING OF 
PSYCHOSOMATIC MEDICINE* 


By SIDNEY RUBIN, M.D.+ 


“There is a habit of speaking of psychosomatic diseases as if some diseases 
were not psychosomatic. Similarly, some people think of psychosomatic 
medicine as a specialty dealing with a limited group of diseases like der- 
matology and ophthalmology. But, as a matter of fact, psychosomatic 18 
merely an adjective describing a conceptual approach to the human organ- 
ism and all its ailments, though perhaps more essential in the diagnosis 
and treatment of some patients than of others.” š 

This quotation represents the so-called broad concept of psychosomatic 
illness, emphasizing the correlative aspect of the psychosomatic approach. 
The scope of a paper on the teaching of this approach to psychosomatic 
medicine could take in an almost limitless area of medical teaching 2? 
might well consider contributions from such disparate fields as embryology 
and anthropology. The author proposes to limit this discussion to some 
of those aspects of medical teaching which relate more to the approach ue 
self than to disciplines involved, and to consider some of the practical aP- 
plications of these concepts with a group of psychiatric residents 0 ® 
medical service in a teaching hospital. È 

It is important to stress the factors which operate when such an or” 5 
gamation is made, i.e., psychiatrists and advanced psychiatric residen a 
grouped together on one ward with internists and advanced medical res! 
dents. 

Convention, practicality, and certainly unconscious motivation hav? 
developed the technique of “consultation” by which the patient is pass® ’ 
on successively from one specialist to the other, By this device, one on 
sultant does not ordinarily overlap the other in the consideration of tH% 
piece of the patient which is his special preoccupation. In essence aan 
Specialist pursues his activities in a certain “splendid isolation.” He a 
scribes his findings on a probably already bulging chart and dismisses ae 
patient, retaining perhaps only a slight awareness that the patient is $0? 
thing more than a collection of organ systems and structural units. 


On the “psychosomatic” teaching service, however, the attempt is ™ ef 
to avoid dealing with the patient in this fragmented fashion, and to ® E 
him for what he really is; i.e., a human organism reacting to and 0? " 
s : o 
* Published with the permission of the Chief Medical Director, Department oy 
Medicine and Surgery, Veterans Administration, who assumes no responsibility 
Ee Pinior Bpreneed or the conclusions drawn by the author ital: 
: s s e P rie 
opela ana malio Section, Winter Veterans Administration Hos? 


182 


PSYCHIATRIC HISTORY IN PSYCHOSOMATIC MEDICINE 183 


environment which has extensions inward as well as outward. To this 
end, the concept of the psychosomatic history serves a very useful function. 
The first aim in the obtaining of a psychosomatic history is the delinea- 
tion of the personality as a whole. This implies a consideration of the 
heredity, constitutional and physical status, and reaction patterns both 
physiological and psychological. It requires a viewing of these patients 
from various angles with an eventual superimposition of each view on the 
other, leading to the ultimate development of a composite picture. 
4 It is possible to derive the information for this kind of historical survey 
of a patient by a number of approaches. By training and tradition the 
data are ordinarily obtained by a question and answer procedure. Such a 
technique has the obvious advantage of accumulating material, relating, 
isofar as the patient is able to tell, to those details which he and his phy- 
Sician have come to recognize as the factors operative in the causation or 
Progression of his disease. 
hat is not immediately apparent in this kind of gathering of data is 
that what the patient is giving his physician, and equally what the phy- 
Sician is asking of his patient, is material which relates not to the actual 
illness but to their own special concepts of the illness. In other words we 
obtain from the outset a prejudiced report by a biased observer. Whether 
Be information is more colored by the patient’s giving only those factors 
Which he thinks are of significance or more by the physician asking only for 
those details which he thinks are of significance in the illness is unimportant. 
€ resultant picture is no more accurate as a reproduction of the true pic- 
Te of the disease than would be a naturally bright-colored landscape viewed 
ae a color filter. The object of the psychosomatic history is to 
i minate as completely as possible the filter and to allow a clear and 
ndistorted picture to come through to the physician. 
hat is referred to asa prejudiced report is a picture of the patient which 
not take into consideration those factors, both conscious and uncon- 
S, which cause significant material to be withheld or distorted. Fre- 
real tly it is just this material which is of crucial importance in giving usa 
ienes eTStanding of the patient, his present conflicts, his early life exper- 
him S and the methods which over his lifetime he has developed to shelter 
Self against a hostile inner and outer world. 
ti EE an purposes of this paper, it will be assumed without further elabora- 
ns at bodily changes may be brought about by mental stimuli and emo- 
| chan Just as effectively as by bacteria and toxins, and that physiological 
E at accompanying emotion may disturb the function of any organ’, 
an ea states it, “A vegetative neurosis is not an attempt to express 
ically an but is the physiological accompaniment of constant or period- 
curring emotional states.” 
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The inadequate expression of emotion or of emotional conflict is maon 
likely to occur when these arise from “unreal” or “internal Se r A 
danger. The physiological responses to an imagined attack may be iden ; 
cal with those of a real attack except that the former are potentially B 
dangerous somatically because they are less likely to be appropriately ex 
pressed in action. i — 

Hence in a study of a patients illness we are most interested in the i 
tures which contribute to the way he feels emotionally, the psychic Pa 
mata to which he has been exposed and the ways in which he has detena 
himself against the awareness of his inner feelings. In develop nE a 
psychosomatic history, we are constantly interested in the features wh ‘ 
illustrate the unconscious aspects of the psychic structure of the pe 
The investigative method par excellence for uncovering these unconscl0 
parts of the personality are methods developed by psychoanalysis. ah 

When the psychiatrist of the past leaves off his preoccupation ra d 
descriptive phenomena and takes up the tools of dynamic investigation on 
thinking, it becomes possible for him to understand what the patien n 
illness really “means,” both as an expression of a hidden conflict and 3 x 
measure of the patient’s efforts to defend himself against the pain oR 
would result from a recognition of the factors of the conflict. emp 
therefore, in the gathering of the psychosomatic history is placed not i 
answering questions or proceeding in a definite direction. The D E 
in a large measure, is allowed to pursue the development of the story © ai 
illness in his own way. It is of paramount importance, of course, to ows 
the types of comment that could lead the patient to suspect that the P “i 
sician takes any particular attitude other than that of the interested liste? a 

The spontaneous productions of the patient become items of graan 
significance. Dreams and associations to them, gestures, slips of A 
tongue, ete., are, in addition, important details which give us a picture |” 
the patient’s personality structure and hidden conflicts which can be P 
tained in no other way. These have as much determinative value tO ; 
investigating psychiatrist as have the fine signs of cortical localization to a 
investigating neurologist. The emphasis in the accumulation of signifon 
data in the psychosomatic history is placed on the uncovering of mite 
by way of an associative procedure following psychodynamic thinki 


À ly 
This allows for the verbalization of superficially and also sometimes deeP 
repressed material. 


While a classical uncoveri 
for, an effort is made to devel 
unconscious material, 
transference are stressed 
in working with patients, 
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It is of great mportance to study shifts from psychic to somatic mat 
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festations and vice versa in the patient’s life history. As the resident psy- 
chiatrist, gradually develops skill in eliciting and amplifying the psycho- 
Somatic history, he becomes aware of a number of unexpected findings. 
He usually notes first that the history he has taken tends to be lop-sided, 


that is, “to bulge” in one or more directions rather than to develop equally 
M all areas, 


With the inerease in lop-sidedness, his tendency is to attempt to channel 


ihe ebalizations of the patient by a series of direct questions. Along with 
> “he psychiatrist feels an increasing anxiety or frustration when the 
a Seems to be getting further and further away from the immediate 
Pressing problems of the illness. 
is His ox bo More difficult tasks in the teaching of psychosomatic medicine 
With able to indicate when it is proper to allow the history to develop 
and when, if ever, to guide the patient’s productions. 
learn to determine this by careful observation. It is 
to be traumatic or damaging to the patient-physician 
upt the stream of thought when the patient’s emo- 
Se Seeiate: ute and when his tension is not high. f 
Meaninghulhe ne experience the student is able to apply this precept 
e studo y and also to learn when it can be or should be disregarded. 
at area nt also notes as he continues to use the psychosomatic history 
Patient f S are opened up by the patient with complete surprise. The 
cels either that he would never speak of this material or that it is 


ateri f 
y = o: Which he had been completely unaware. 


out interruption 

© physician has to 
Casier and less likely 
relationship to inter 
onal focus is less ac 


ade oy Surprise” material comes to the forefront it can frequently be 
ing ied to the student that by this technique he has not only been elicit- 
essence s ical material but that other factors have been in operation. In 


and am Sees that some of the patient’s resistances have been removed 


clear that ae ressed material has been verbalized. It can thus be made 
amnestie ne development of the psychosomatic history is not only an 
ane Procedure but is also a therapeutic procedure. 
Boes o uction of emotional material by the patient, in a certain sense, 
18 nog full, the entire durationof treatment. A real psychosomatic history 
; a ~ disclosed until the end of treatment has been reached. What 
Picture Nee 1s not a static picture of the patient and his illness but a 
€o, i individual as an adult and as a developing adult. Thus it be- 
Ma a arent that an understanding of the present illness is meaningless 
st, inched framework involving only the present and recent past; it 
“*Perionces © the only meaningful framework, i.e., the patient and all his 
> e ` 
8 on} resident Psychiatrist may then be shown how an illness of the present 
t of an iceberg, the whole of which is a grosser distor- 


e > 
Personality. The genesis of this distortion and its evolvement 
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can only be understood and thoroughly modified by a careful and EN 
look into the whole development and experience of the sick HAAI o 

The resident comes to know that the therapy of psychosomatic med pi a 
calls for a careful understanding of the principles of the physiol : 
pression of emotional tensions, and what he is dealing with is a ra ae 
specific kind of shorter psychotherapy. The aim of this kind of li 
therapy is not a basic change in the character structure of the sick ee 
(although this can sometimes occur); it is an amelioration of symptoms ae 
least their abortion. The desired goal is the breaking and the preven a 
of the redevelopment of a vicious cycle which leads to irreversible tiss 
damage. . tip 

In addition to the interview method, it is constantly pointed ou be 
teaching, that there are other therapeutic modalities available. The Tia 
fulness of “milieu” therapy is stressed and its use is encouraged. ho 
ward and the hospital are microcosms which duplicate in many ways ae 
world from which the patient came. Exposure of the patient to this a 
iature world, and the study of his relations to it, can be immensely use 
in the understanding and the therapy of the patients. sand 

To this end also direction is given to the organization of the service 4” 
the wards around the concept of the ward team. The psychiatric ronpi 
gets an opportunity to see the response of patients to a set-up in whic als 
people who affect the patient are working together toward specific a a 
under specific guidance. The resident is constantly made aware of at 
value of observing the patient in this (at least partially) controlled env}? i 
ment and the opportunity which he has to modify the environment ® 
observe the effect of these modifications on the patient. 


Summary a 

Some of the problems related to the teaching of psychosomatic medio 
to psychiatric residents on a general medical service have been consider 
The importance of the psychosomatic history and its proper deyelopm® a 
has been discussed. Such a history can best be developed by using ve 
psychodynamic orientation and following a somewhat flexible associat! 
technique. This kind of history taking is in itself a therapeutic proces 5i 
type of psychotherapy, so that the history ends only when the treatme? ich 
the patient ends. The treatment, however, includes other tools, of WP 
“milieu” therapy and the “ward team” have been described briefly- 
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EMOTIONAL FACTORS IN THE PATIENT WITH 
DIABETES MELLITUS* 


By I. ARTHUR MIRSKY, M.D.t 


Diabetes mellitus has been studied more extensively than any other 
metabolic disturbance, yet, insofar as man is concerned it can only be de- 
fined as a clinical syndrome with a characteristic group of signs and symp- 
toms which are associated with hyperglycemia and the resultant glycosuria 
as well as other manifestations of abnormal carbohydrate, fat and protein 
metabolism. There is little doubt that this syndrome is the result of a dis- 
turbance in the dynamic equilibrium of the intracellular enzyme systems 
which are responsible for the metabolism of foodstuffs, but the precise 
mechanism of this imbalance is still unknown." 

Normal metabolism is dependent upon the efficiency and interdependent 
Activity of three regulatory mechanisms; viz., the intracellular enzyme sys- 
tems, the endocrine system and the nervous system. A disturbance in the 
integrated activity of any one of these will reflect itself in changes in the 
others, Consequently, the enzymatic disorder which is responsible for the 
development of the metabolic abnormalities in diabetes may be due either 
toa primary disturbance which originates in the cell itself or may be sec- 
ondary to an insufficiency of insulin. The insulin insufficiency can result 
from derangements in the integrated activity of the humoral and nervous 
Tegulatory mechanisms that induce either a decrease in insulin production 

Y the pancreas or an increase in insulin destruction by the tissues. 
ea ee of whether the intracellular disturbance is primary or sec- 
a ary, the end result is an increase in the rate at which glycogen is con- 
ii rted to sugar. Furthermore, the enzymatic disequilibration results in an 
Sia in the mobilization of fats and proteins from the depots to the 
ot er and their degradation and conversion to glucose, acetone bodies and 
b er intermediary and end-products. Thus, the result of the imbalance 
chee impoverishment of the tissues, especially the liver, with respect to 
gen while the blood becomes rich in glucose. 

Ost students of the subject are in accord with the concept that heredi- 
Obey tors are of prime importance in the etiology of diabetes whereas 
Gay, ity, infection, trauma and emotional and other stresses are precipitating 

Ses. In other words, the susceptible individual is born with a limited 


* 
ical Presented before the Section on Nervous and Mental Diseases, Ohio State Med- 
Sociation, April 1, 1948, Cincinnati, Ohio. 
Party, e May Institute for Medical Research of the Jewish Hospital and The De- 
Ohio, ent of Psychiatry, College of Medicine, University of Cincinnati, Cincinnati, 
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capacity in the efficiency of one or more of the regulatory mechanisms but 
he succumbs only after exposure to a sufficiently intense or prolonged 
appropriate stress. Colwell’s? observations are in accordance with this. 
He concluded that diabetes actually begins about the time of birth irrespec 
tive of the fact that only much later in life may it become apparent clini- 
cally. 

Cannon’s' classical demonstration that fear and anxiety can produce gly- 
cosuria in the normal cat and human gave impetus to the hypothesis that 
emotional stress may produce a disturbance in the carbohydrate meta- 
bolism even in the non-diabetic. However, the preponderance of more 
recent evidence indicates that although “emotional glycosuria” can be in- 
duced in the majority of non-diabetic subjects by exposure to an acute 
emotional episode, a significant rise in their blood sugar concentration does 
not occur at the same time. In other words, although normal subjects 
can develop “emotional glycosuria” they do not develop “emotional hyper” 
glycemia.” Consequently, it is probable that the “emotional glycosuria’ 
is due to a decrease in the reabsorption of glucose from the kidney tubules 
caused by the vasoconstriction of the peritubular arterioles that occurs under 
emotional tension. 

Apparently, when the physiologic mechanisms, responsible for the main- 
tenance of the blood sugar level are adequate there is a rapid compensatio? 
for any changes induced by the emotional reactions of an individual. } 
the diabetic where the regulatory mechanisms are already disturbed, thie 
spontaneous equilibration is impossible. Therefore, it can be anticipate 
that any emotional upheaval will induce an exacerbation of the metab 1 
disturbance of the diabetic. Actually, this observation is so common * 
most clinicians have taken it for granted. It is probable that such agg"? 
vation of the diabetic state is due to an increased breakdown of liver 8!” 
cogen, which in turn can be attributed to an activation of the autono™ 
nervous system and the secretion of epinephrine. This is in accord wit 
fe ha “Emergency Concept” and may be the mechanism responsib i 

or the fluctuations which occur from day to day in the diabetic subjee f 


It is with reference to the role of emotional tension in the genes!S 


diabetes that much controversy still exists. It is conceivable that nom 
diabetics, who have some real or potential inadequacy in their physiolos’ 
regulatory mechanism may develop a temporary or a permanent hyper 
glycemia only after the forces of the environment have become relatively 
excessive, as with the advent of some psychologic trauma and the reviv? 
of some infantile conflict. Most clinicians have seen many non-diabett 
oa who develop hyperglycemia, glycosuria and even diabetic S08 

seems curves when they are exposed to a variety of psychologic® |. 
physical stresses but who show no evidences of any abnormality whe? 
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stressful situation is alleviated. Such individuals undoubtedly have limita- 
tions in the regulation of carbohydrate metabolism which are not of suffi- 
cient degree as to collapse completely under the particular strain. It is 
possible that prolonged and repetitious excitation may prove so stressful 
to such persons that a permanent failure of their relatively inadequate 
Physiologic systems may occur and diabetes mellitus will ensue. 

_ The mechanism whereby chronic psychic tension may induce such failure 
1s offered by Selye’s description of the “Adaptation Syndrome.” Selye 
has observed that practically any non-specific noxious stimulus will induce 
Profound morphologic and metabolic disturbances due to excessive stimula- 
tion of the adrenal cortex. More recently, Long and his colleagues demon- 
Strated that any noxious stimulus which produces stimulation of the adrenal 
Cortex does so only by initiating a chain reaction. This consists of stimula- 
tion of the autonomic nervous system, stimulation of the adrenal medulla, 
Mecreased secretion of epinephrine, stimulation of the anterior pituitary by 
the circulating epinephrine, increased secretion of various trophic hormones 
of the anterior pituitary and finally stimulation of the peripheral endocrine 
glands with an increase in their hormone secretion. The resulting hormonal 
imbalance can induce marked metabolic changes which may then be re- 
Sponsible for the development of permanent diabetes mellitus in the sus- 
ceptible person. It is quite possible that chronic psychic conflict may act 
m a similar manner. 

Most authorities concede that psychologic factors play a role in the 
Course of diabetes but dogmatically insist that such factors do not play 
à role in the genesis of the disease. They offer the fact that the severe 
“motional traumata of the battlefield only rarely result in the develop- 
out diabetes. The fact that such, and other equally severe traumata, 

“sionally do induce the development of diabetes is disregarded because 
b e incidence is statistically insignificant. However, the intensity of the 
s Sychologic trauma is not as essential as is the soil upon which the trauma 
anges, The character of the soil is dependent upon its previous de- 
ta nd that cannot be measured statistically. The tensions asso- 
i with conscious reaction to a trauma can be verbalized or expressed 

dig activity, but the tensions produced by the activation of repressed 
Onscious conflicts cannot do so and therefore seek indirect expression 
t ose the vegetative nervous system. Consequently, it is only when 
one Sage reactivates some infantile neurosis and thereby releases more 
inet Ive patterns that one may expect the development of sufficient in- 
“ Stress which will induce diabetes mellitus in the individual with 
Trooeic systems of limited capacity. ‘ ] 

i ould be pertinent at this point to distinguish the psychologic factors 

may play a role in the genesis of diabetes mellitus from those which 


190 I. ARTHUR MIRSKY ` 


are the result of the metabolic disease. However, such a distinction is 
extremely difficult since the information concerning the personality make- 
up of the patient usually can be obtained only after diabetes has developed. 
Dunbar‘ has attempted to make such a distinction by means of the anam- 
nestic method and by the study of the personality “profile” obtained in 
that manner. She concluded that from early childhood and before the 
onset of the disease, diabetic patients have had difficulties in making the 
adjustment which is essential before one can progress from the infantile 
dependent state to the more mature independent one and that consequently 
such individuals vacillate from one attitude to the other, the impulse to- 
wards independence being asserted mainly in words and only very little 2 | 
action. Paralleling this difficulty is an inability to attain a mature psy- 


_ ia 


chosexual development. She found that the diabetic group is more passive 
than active; that oral preoccupation and a tendency toward masochism are 
fairly commonly associated; that the focus of their conflicts is the problem 
of sexual identification; that their major characteristic is their indecisive- 
ness and that ego function is so weak that they suffer from intense anxiety 
until the disease appears. 

In a similar study of diabetic children, Bruch and Hewlett? observed that 
one-third of their cases developed the disease at the time of a disturbano? 
of family relationships, such as divorce, separation, ete. They found tha 
many diabetic children have a tendency to compulsive behavior an A 
certain putty-like submissiveness, while others fight back, although ofte 
through a passive, sabotaging kind of behavior. These authors could f” 
no specific personality type. he 

The procedure that Dunbar employed usually reveals the defense of t g 
patient rather than the conflicts which may be specifically related to t 
genesis of the disease. This can be accomplished best by methodology 
which will reveal those unconscious conflicts that develop during the ! “ 
few years of life and are repressed during childhood. Psychoanalysis at 
such a method but the literature reveals only a few diabetic subjects th 
have been investigated in this manner. d 

Dunbar‘ reported the analysis of a psychotic man aged 29 who develop? 
diabetes five years after his treatment was interrupted. His pattern ™ S 
similar to that which she found typical of the whole diabetic grouP 
Daniels? psychoanalyzed a 33 year old business man and concluded. t a 
his diabetes could be attributed to a chronic anxiety which was assoti® si 
with unconscious infantile fears of being overpowered and injured beer? i 
of hostile rebellious and sexual strivings. Meyer, Bollmeier and Alexan d 


studied 2 cases, a male and a female, and observed that both patients ior 


a 
unusually strong tendencies to receive and be taken care of. These Pit 
tients “retained an infantile de 


fe 
pendent and demanding attitude and 
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frustrated because their demands for attention and love were out of pro- 
portion to the reality situation of an adult and consequently they were 
never adequately satisfied. To this frustration the patients reacted with 
hostility. Diabetes developed when these infantile wishes conflicted with 
the demands that were f rustrated.” In two patients now being studied as 
part of an extensive investigation by the Chicago Institute of Psycho- 
analysis our findings are in general accord with the above-mentioned con- 
clusions of Meyer, Bollmeier and Alexander. Like them, we noted that the 
basic conflict is one related to the frustration of intense infantile wishes to 
be cared for. More precise correlations as to the specificity of the con- 
flict must await further study. 

As was mentioned at the outset, there are a number of precipitating 
Causes of diabetes mellitus in man. If the psychologic factors are of im- 
Portance in the causal chain, then their influence may be apparent by an 
examination of the other precipitating causes. The most important of 

lese is obesity; nearly 75 per cent of diabetic patients present themselves 
With a history of obesity of variable duration and degree. However, 
obesity itself cannot be the cause of the diabetes since only about 5 per 
cent of obese patients develop diabetes. There is ample evidence that 
obesity produces an increased demand for insulin. When the pancreatic 
“apacity is adequate the increased demand for insulin is compensated for. 
n those in whom the rate of insulin destruction or utilization continues to 

© excessive and beyond the capacity of the regulatory mechanisms, obesity 
Will result in a relative insulin insufficiency and diabetes will ensue. 
t has been established conclusively that irrespective of the presence or 
absence of any associated physiological disturbances, the immediate cause 
i obesity is overeating or underactivity. Overeating usually is the result 
Some disturbance in the emotional development of the individual so that 
* reacts to a frustration in the present by withdrawing to a behavior 
ch was more gratifying in the past. This can be traced to that time 
as the infant was dependent upon being fed by some other person in 

-eT to satisfy his physiologic requirement for food. The satisfaction of 
beens irement relieved the tension of hunger so that food, or being fed, 
p Sli associated with a pleasurable sensation as it did also with other 
ees Sensations such as warmth, support, odors, and the soothing 
ience S of the person who provided the food. As a result of these exper- 

8, eating came to mean something which is inseparable from the relief 
“nsion, the acquisition of affection and other pleasurable feelings, an 


88soe.4: $ 
a ciation which is never completely abandoned but remains to some 
Bree ™ all persons. 
give an infant has been overindulged with respect to food, or if he has been 
excessive satisfactions in consequence of the parents’ attitude to- 


192 I. ARTHUR MIRSKY 


wards food and its significance, he may become reluctant to relinquish this 
early phase of development for a more mature one. Thereafter, he auto- 
matically returns to it whenever he encounters a situation which is un- 
pleasant or frustrating. On the other hand, if an infant’s earliest tensions 
were not relieved adequately, i.e., if he were never entirely satisfied in his 
demands for nourishment and care, he may have never outgrown his in- 
satiable need for food or for being given things and will persist in his at- 
tempt to receive that satiation of which he was deprived. Thereafter, 
such an individual may relieve the tension, induced by the frustration of 
his desires, by eating. 

The establishment of an insatiable need for being given food, for being 
given things or for affection is the result either of the parents’ attitude to- 
ward food or the child or the result of some other environmental trauma. 
However, if it is true that diabetes mellitus starts at birth, even though it 
may not become apparent until much later, then it is possible that the 
new-born child may have an awareness of this potential biologic inadequacy 
and in order to insure his biologic integrity he may develop dependent needs 
of such intensity as are impossible to satisfy. A similar phenomenon is 
observed in the increased appetite for salt in the patient with adrenal aie 
sufficiency, or the self-selection of a high salt intake by the adrenalecto- 
mized rat. 

The obese patient’s effort to deny to his consciousness the reality of 
frustrations may express itself not only as the utilization of an infantile 
mode of gratification but, in severe cases, he may withdraw also from 2 
interpersonal contacts and return to that period of his emotional develop- 
ment when he was both the source and the recipient of love. 

The onset of diabetes mellitus, like any chronic disease, can produce 
profound psychologic changes in patients as well as in the various meme" 
of their family and social groups. Thus, their pride may be hurt, ther 
fears and feelings of inadequacy may become exaggerated, their need t0 ?” 
taken care of by others may become intensified and their feelings of 88° 
gression and of hostility may be aroused or stimulated. In other words 
sich patients may show a great emotional reaction to the onset of 
disease. Due to the intensity of their own critical conscience or t0 © 1 
realities of their environment, or to the reactions of their families and 80%% 
groups, many may attempt to compensate for their emotional reactio?®* 
fear may be expressed as indifference, feelings of inadequacy as posa 
fulness or belligerence, the need to be taken care of as aggressiveness OX "7 
dependence, the hostility as a depression or A Hence, it is not 
Surprising to note that in the diabetic the reaction to the onset of the il ness 
said ai ary markedly from that of psychotic, depressive and hypochondriac® 

rends to one of helplessness and apathy. The apathy and lack of volitio? 
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that is noted so frequently in the diabetic may reflect an adaptive be- 
havior which will result in conservation of energy. 

Alexander and his group noted that the glycosuria of their patients in- 
creased under the strain of the conflict between their infantile wishes to 
receive, to be taken care of, and the demands of the adult’s environment to 
give and take care of others. Withdrawal from the conflict into self-pity 
and passivity was associated with a decrease in glycosuria. In the pa- 
tients that we have studied, we noted also a correlation between the gly- 
Cosuria and the psychic tension which resulted from the increased aggres- 
Sive demanding attitudes of the patient, which in turn, could be attributed 
to the frustration of his receptive needs. 

_, Although the excessive desire for food represents a regressive response, 
it may be indicative of an old conditioning. It is interesting to note that 
t € infant, like the diabetic, cannot retain adequate amounts of glycogen 
In his liver, The child’s inability to retain glycogen is due to a physiologi- 
cal immaturity and is reflected in his need for the frequent feedings pro- 
vided by the loving parent. The adult’s inability to retain adequate stores 
pt glycogen is due to a physiological derangement which cannot be com- 
Pensated for by frequent feedings but which nevertheless, because of in- 
antile Conditioning, may be associated with an increased need for the 
Same gratification. Obviously that is impossible and consequently may be 
© Source of much frustration and further regression. 

. Here are those who believe that it is essential to restrict rigidly the 
etio’ intake so as to render him aglycosuric, whereas others advocate 
Eat the diabetic may eat whatever he wishes so long as he remains free 
TA acetonuria and clinical symptoms. In the light of the psychodynam- 
a of diabetes mellitus, this controversy is a sterile one. The conservative 

etp £1ves little attention to the fact that a restriction of diet, in terms of 
Dr 5 or grams, means more than a restriction of food, for with it goes the 
of bition of the gratification of infantile pleasures and an intensification 
Son” Insecurities such as the diabetic is bound to develop with the reali- 
Who ay at he is different from others in his environment. The physician 
tole aly ngid disciplinarian in the regulation of the diabetic may assume the 
tient, a punitive rejecting parent and thereby either aggravate ane 
it if it existing rebellion and resentment of parental authority or induce 

pi 1S dormant. Yet, if a free diet means overindulgence and the pro- 

e On of obesity, it is just as harmful as is the restricted diet. The over- 

ay ““SIve attitude of the physician may be interpreted as disinterest and 
eg hostility and guilt. The obesity may even produce a further 

a of the physiologic derangement. \ , 
Mor, ally, the physician should treat the urine less and the patient 
€ should be concerned with the amount of calories the patient 
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retains rather than the amount that the patient eats or excretes. „ahe 
proper use of insulin permits this on a normal diet. Even with the 
diet” the physician cannot shirk his responsibility since giving a ows 
freedom insofar as choice of food is concerned is of little avail unless at the 
same time, the patient is also handled sympathetically. Given an ae 
tunity to mature emotionally, the diabetic patient will confront his wis e 
and his frustrations and make such compromises as are more oneitan 
with both his chronologic age and social milieu. Then, he will act and ea 
as a normal individual and neither harm himself nor his environment. 

In conclusion, it must be emphasized that diabetes mellitus in man may 
result from a relative failure in an individual’s attempt to adapt physi’ 
logically and psychologically to the stresses of his environment. The my 
siologic integrative mechanisms are of variable capacity and are prede 
termined chiefly by genetic endowment. The psychologic integrations are 
likewise of variable capacity but are predetermined chiefly by environ- 
mental influences. The response of the total organism thus becomes 
dependent upon genetic and environmental factors. The interplay of these 
factors may make impossible the delineation of the physiologic from the 
psychologic basis of diabetes mellitus. 
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PSYCHOLOGICAL FACTORS IN ESSENTIAL HYPERTENSION* 
By LEWIS L. ROBBINS, M.D.+ 


Essential hypertension has long occupied the attention of physicians 
because of its great incidence. It is responsible for the death of one out 
of every four people above the age of 50, as well as many others below this 
age yet our present knowledge of its etiology and treatment still leaves 
much to be desired. The vegetative nervous system, the kidneys, the 
endocrine glands, race, climate, constitution and heredity have each been 
indicted as the primary criminal and, although considerable evidence has 
been brought to bear against each of these defendants, none has yet been 
found guilty, 

It has long been well known that there is a strong correlation between 
emotional factors and the level of blood pressure, and many authors have 
Considered the role that psychological conflicts seem to play in essential 
hypertension. It has been pointed out repeatedly that the early symptoms 
of hypertension are often psychoneurotic, and the relation of emotional 
Stress to the onset and the aggravation of this illness has frequently been 
Observed, In the past 10 years or so there have appeared in the literature 
a number of articles concerning this phase of the problem, dealing with 
Individual cases and series of cases of people suffering from hypertension, 
en whom careful psychological studies have been made. While it is still 
too early to establish a completely definite role for the psychological factors 
m Ypertension, it has been rather striking that the many articles appearing 
n the literature show a marked consistency in their findings regarding the 
Psychological conflict in hypertensive patients. 

is Senerally agreed that hypertensive patients do not suffer from any 
ie € neurosis, but do display, on careful examination, a history full of 
as iderable emotional conflict and maladjustment. The many studies, 
D mentioned before, indicate that there is a more or less specific type of 
sonality conflict found in hypertensive patients. Careful control studies 

Soups of patients with other somatic and psychiatric illnesses, and of 

at groups of people, reveal that the psychological disorders found in 

ertensive patients differ largely from those other groups. 
obse i e purpose of this paper to summarize the conclusions of various 
Patient regarding the psychological factors present in hypertensive 
S, and to present two cases which have been subjected to prolonged 
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psychiatric study, and which represent the two extremes of the clinical 
picture. 

Psychiatric study of hypertensive patients by numerous workers has 
shown that in their early childhood such patients were generally deprived of 
adequate parental love and affection. This may have been manif ested by 
direct neglect or by over-protection. As a result, these patients (as chil- 
dren) frequently suffered from feelings of helplessness and weakness against 
any kind of internal or external danger, and in turn, they developed states 
of fear and anxiety, not uncommonly manifested in the form of nightmares; 
temper tantrums, and nail biting. x 

In order to relieve their anxiety and establish some feeling of security 
these patients would tend to suppress their hostile feelings resulting from 
their frustrations, and try to establish a passively dependent attachment to 
one or both of the parents. Fear of parental disapproval in retaliation for 
unacceptable behavior was quite marked, as was an inability to mobilize 
and express their aggressive impulses. 

The general adjustment of these patients in later childhood was usually 
maintained by their becoming characteristically obedient and submissive, 
trying to deal with parental authority by appeasement and ingratiation 
through fear of parental hostility. Furthermore, these patients would then 
attempt to fight against their dependent strivings by developing attitudes 
of stubbornness, passive defiance and spite. Thus on the one hand they 
were always in conflict over the opposing tendencies to express their hostile 
feelings, and on the other, to deny these. feelings because of the fear 0 
reprisal. Their various attempts to defend themselves against these 
childhood dangers were usually ineffective and resulted in considerable 
anxiety and chronic dissatisfaction with life. 

In the face of danger either in the form of hostility of others or illness, 
these patients sought protection from the parents. This temporary overs 
protection tended to place a premium on illness and injury, thus indir ectly 
encouraging them to seek illness as a refuge from danger and thereby rere 
forcing the pattern of submissiveness and suffering. 

The social adjustments of these individuals as adults are usually poo 
being characterized by timidity, tendency to cling to family attachments 
and only superficial relationships with people outside the family- A 
adolescence their strivings for independence were relatively weak, andti 0 
was a general lack of assertiveness. Consequently they developed litt 
real emancipation from the home, although sometimes they would attemp 
to transfer these dependent feelings to parent substitutes. Gene! 
speaking, the childhood patterns continued through adolescence. ir 

In their work adjustments these patients characteristically show the 
dependent strivings by clinging to one job which offers security, and © 
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remaining in relatively subordinate positions despite intellectual and other 
endowments which might qualify them for greater success. In their work 
their pattern of submissiveness and obedience continues, although at the 
same time they harbor feelings of resentment toward their employers, feel- 
ing that their employers require too much of them and give them insufficient 
recognition and security. 

The sexual adjustment of these patients is apt to be dominated by their 
dependent strivings; for most of them sexuality is associated with ideas of 
cruelty, injury, and degradation. They tend to be inhibited in their sexual 
relationships and masturbation was either prolonged into adulthood, or 
after a brief attempt in some cases completely suppressed. This is often 
associated with strong fears of punishment and loss of sexual potency. In 
Women the process of childbirth is often associated with fear of personal 
injury. These sexual conflicts are usually characterized by anxiety and 
guilt and there is considerable disturbance in sexual functioning, consisting 
of frigidity in women and premature ejaculations and relative impotence 
Mm men. 

In their marital relationships these patients attempt to gain the security 
they had been deprived of in their childhood, and it is not at all uncommon 
for the marriage to be entered upon soon after the death of a parent. The 
Marriage, in general, seldom supplies the necessary security which they 
Seek and therefore the marital relationships are also often characterized by 
Anxiety, suffering and disillusionment. This would generally bring about 
In the marital situation a reproduction of the early conflict with the parents, 
but despite this dissatisfaction there is a tendency to maintain the attempt 
to have a dependent relationship with the marital partner so that divorce 
1S relatively infrequent. Sometimes this conflict is expressed in sexual 
Promiscuity and alcoholism, although there is not general agreement on 

18 particular point. 

„Tt is obvious that such individuals would be prone to acute emotional 
disturbances in adulthood, which frequently consist of acute anxiety states, 
tension states, depression, and preoccupation with thoughts of illness, 
Injury and death. At such times, not uncommonly, there are outbursts of 
uncontrolled hostility for brief periods, alternating with feelings of being 

elpless and bewildered. Various other psychoneurotic symptoms tend 

° appear, but the most important common denominator lies in the fact 

‘iat the acute emotional disturbances of these patients seems to be pre- 
“pitated by situations in which they cannot depend, for their safety and 
Security, on either a parent or a parent substitute. 

One of the most important factors stressed by all the observers is that 
€ hostile impulses against which these patients strive to defend themselves 
are usually relatively near the surface of consciousness and constantly 


198 LEWIS L. ROBBINS 


threaten to break through into expression, bringing the patient into further 
danger with his environment. ‘ 

This conflict between dependent strivings, on the one hand, and hostile, 
aggressive impulses on the other hand, is not uncommon in other psycho- 
somatic disorders as well as in neurotic illnesses, but characteristic of the 
hypertensive patient is the fact that he is unable to relieve freely either a 
of the opposing tendencies. He cannot freely accept the passive, dependen 
attitude on the one hand, or freely express his hostile impulses and ag- 
gressive strivings on the other hand. i 

Tt is still impossible to state whether the psychological conflict just i 
scribed can be considered a cause or an effect phenomenon, whether } 
plays a primary or secondary role in the genesis of hypertension, or whether 
it is a psychological expression of the general “constitutional vasomotor 
instability” characteristic of these people. 


Case History 


The first case to be described briefly is that of a 30-year-old college graduate cee 
became extremely depressed following separation from his wife due to her emoti as 
illness. This patient was an only child, born just six weeks after the death of & siste : 
As a result of the sister’s death, the patient’s mother tended to be extremely a 
protective of him, and she stated with considerable pride that he was never ane ic 
her sight until he was 6 or 7 years old. At the time the patient came for psychia ae 
help, his mother who had always been an extremely nervous individual, was gule 
from an agitated depression. The patient stated that he was always annoyed by as 
mother’s over-attention but never did anything about it. The patient’s father pis 
an extremely rigid individual, who never permitted himself to be close to his § a 
despite the fact that the patient enjoyed his company. The father tended to ye 
the rearing of his son entirely in the hands of his very neurotic wife, but gaen g 
patient reached adolescence the father took a more active role in his rearing by ber 
very strict with the patient in matters regarding work, money, etc. tbs 

Because of the mother’s inability to nurse the patient after the first 2 or 3 mon" 4 
he was placed on a formula but had considerable colic until the proper formula cou 
befound. Toilet training was rather rigorous and constipation developed early, W” 
resultant frequent use of enemas. ts 

Extremely early in life the patient exhibited a marked dependence on bis pen 
and was very shy and timid. He was never away from home without his parents, iy 
in fact, slept in the parental bedroom until the age of 15, although this was not net he 
sitated by any economic stringencies. As an infant he showed marked fear © dy: 
dark and could not fall asleep unless he could touch some part of his mother rahe jal 

Although his general achievement in school was a little above average, his mee 
adjustment was very poor and his shyness and timidity continued. He chos° p8, 
his college major a subject which would permit him to avoid classroom recitatio 
which always made him nervous. His work adjustment, upon the completio? a 
college, was relatively poor, and he had considerable conflict with his father aing 
this. Generally he obtained positions far below those for which his college ee 
and intelligence qualified him. Finally he obtained a civil service position at ®" 


PSYCHOLOGICAL FACTORS IN ESSENTIAL HYPERTENSION 199 


ae low salary, which work he continued until the time he came for psychiatric 
elp. 

The patient’s sexual adjustment was always poor, and masturbation which began 
at the age of 12, continued until marriage. He was constantly fearful that this would 
lead to some physical defect. His sexual adjustment in the marriage was only fair. 

The patient’s health in general was good, although while in grammar school he 
developed severe headaches, which were not relieved by glasses. Early in high 
school it was discovered that the patient had a blood pressure of 145 systolic, and he 
Was immediately limited in his athletic interests and put on a beef- and salt-poor 
diet for several years. ‘This mild hypertension continued and the patient had to pay 
a higher insurance premium because of it. 

Physical examination at the time of the psychiatric study revealed that the blood 
Pressure then was 118/84, and the only other significant physical findings were cold- 
hess and cyanosis of his fingers and toes. X-ray and laboratory studies were within 
normal limits. 

One quotation from the psychological test findings is remarkably significant: 
“The patient is psychosexually infantile with childlike, oral dependent, demanding 
needs and aggressions readily available for manifestation. In his phantasies the 
Patient describes a scolding, disapproving mother figure from whom he tries to escape, 
but he doesn’t know where to go. Crime phantasies, both passive and active, are 
abundant.” 

The patient undertook psychoanalytic treatment, and it soon became apparent 
therein that his passive inhibited personality masked strong hostile impulses, of 
which he was often conscious, but which he was usually unable to express verbally 
or otherwise. He was constantly in conflict over the fact that he wanted to be a big, 
Strong, aggressive man on the one hand, and on the other hand he wanted to be a 
Protected, dependent child. He was very fearful of his aggressive impulses which 
Were easily stimulated by any slight to his self esteem, or any threatened loss of de- 
Pendent relationships. It is to be noted that his illness began when he was separated 

Tom his wife, who was a rather aggressive, domineering individual upon whom he 
Was extremely dependent. 
hen this pattern became quite clear, blood pressure observations before and 
after each psychoanalytic session were made for a period of several weeks, and it was 
Observed that consistently, when the patient felt angry, which feeling might be pre- 
“pitated by a disagreement with his wife, a slight at work from his employer, or some 
interpretation from the physician which wounded his self esteem, this anger would 
Rot be expressed at first, but he would become rather sullen, quiet and submissive 
and at this time he would have an elevation of blood pressure, of from 15 to 30 mm. 
g mercury systolic and 5 to 15 mm. of mercury diastolic. As long as his angry feel- 
Mgs Were held in, this blood pressure elevation would be maintained, but as soon as 
© Was able to express these feelings openly in the analytic sessions, his blood pressure 
oa returned to normal and would remain at a normal level until another similar 
cident, 
ia n the course of his psychiatric treatment the patient gradually developed the 
in nity to express his legitimate hostile feelings effectively, to become less inhibited 
> U8 social relationships and less dependent on his wife and other parent figures. 
urthermore, during the course of treatment his blood pressure returned to normal 


ane his headaches completely disappeared and apparently have not returned to this 
e. 
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In summary, this patient was an extremely passive, dependent penne 
who was over-protected but unloved in his childhood, and who devena 
an inability to express hostile feelings of any type for fear of reprisal anı 
loss of dependent security. His hostile impulses were very close to ar 
sciousness, but he was unable to express them and at such times he woul 
develop a transient hypertension. Apparently this was not a severe, 
chronic reaction and did not result in any irreversible anatomical changes 
and the condition easily subsided. 


Case History 


The next case to be described is that of a 33-year-old woman who came for Lae 
atric treatment because of depression, sleeplessness, and addiction to nembu a 
She was the fourth of 7 siblings, and had a rather reserved, disinterested, strict Pa 
stingy father, and a strict, hyperactive, and overly religious mother. As a agg 
patient was very timid, being afraid of many things, particularly of strangers. Real 
early developed the symptom of fingernail biting, which continued until she reach i 
adulthood. She stated that as a child she was never happy and cried a great daai; 
and that she never had the desire to return to her childhood. She had many ai 
bitions for scholastic attainment, but these were blocked by the poor financial ac 
ation of the family following the father’s death. The patient then entered nurse 


training, which she never liked, but forced herself to do. As a result of her regula 


3 T 
income she became the financial mainstay of the large family. They all came to be 


when they were in trouble, and without any hesitation she would give freely to thet 
of her time and money. About six years prior to her admission the patient develop ri 
a duodenal ulcer, which was healed by diet alone. Other than this, prior to the an 
set of her hypertension, her health had been relatively good. The patient’s 80° n 
life had been rather hectic and she never married, despite a few minor love affair 3 
After the breaking of a third engagement she drank rather heavily and her alcoholic 
soon became replaced by her addiction to nembutal. About 2 years prior to iter 
sion she fainted on several occasions, and on examination she was found to oe 
hypertension accompanied by severe headaches and nervousness. One year Pr 
to admission her blood pressure reached 220/100 and a month later, despite two wee 


r 
rest, her blood pressure rose to 230/120. At this time she had a bilateral jun z 
sympathectomy performed, without i 


symptoms. Her addiction to narcot; 
as a result she sought psychiatric treatment. 124 
At the time of admission the patient’s blood pressure varied between 178/ 
and 200/130. Examination of her retinal vessels revealed marked narrowing a 
silver wire appearance of the retinal arteries, with a 3 to 1 venous arterial ratio A 
me A.V. nicking. Other physical and laboratory findings were within nO" 
imits. f 
Psychological test findings revealed a significant oral fixation resembling than 
reactive alcoholics, marked anxiety, and a vivid phantasy life in which aggres® 
were markedly present but still rather well-controlled and self directed rather 
turned outward. po 
Psychoanalytic treatment of this patient was extremely stormy, and it was mss 
oe ees that it would bring about any remission of her hypertensive sympt? 


7 = vers 
ecause of the evidence of irreversible anatomical changes. It was hoped, howe 


a 


4 
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to relieve the patient’s anxiety and depression and assist her to a more effective ad- 
justment. This was, ina measure, accomplished, but the patient’s physical health 
continued to deteriorate and the patient died of renal failure and hypertensive 
changes, 6 years following her admission to the psychiatric hospital. 


Summary and Conclusions 


An attempt has been made in this paper to indicate the more or less 
characteristic psychological constellation in patients suffering from hyper- 
tension. To this end the literature has been reviewed and a summary of 
two typical case histories presented. Although there is a rather charac- 
teristic psychological conflict in hypertensives this does not manifest itself 
aS a specific neurosis, but rather as a chronic emotional maladjustment. 

he main dynamic difficulty is one of strong dependent needs combined 
With strong aggressive impulses, neither of which can be expressed. No 
attempt has been made to ascribe primary etiological significance to these 
€motional conflicts. 

In order to determine whether or not a given patient suffering from es- 
Sential hypertension may also be suffering from significant emotional 
Conflicts, the physician must attempt to elicit a personal as well as a medical 
history from the patient. Such questions as, “Are you worried about any- 
thing?” usually receive a negative reply, and such recommendations as, 

o home and take it easy”’ are not only usually ineffective but as a matter 
of fact, may be contraindicated. It is much more valuable for the phy- 
Sician to ask the patient to talk about himself, as a person rather than as a 
Medical case, and discuss his relationship to his environment. This can be 
accomplished by skillfully directing the conversation, rather than by asking 
Specific questions. 

"he admonition to “take iteasy” often results ina greater inability of the 
pnt to find reasonable outlets for aggressive feelings, should he follow 
1S advice, Rather, it has been wisely recommended to encourage the 
Patient to engage in physical activities within his physical limits. It has 
pcen well established that rest can often be abused with resulting increase 
© hypertensive symptoms, whereas mild activity has the opposite 
ficial effect. 

t is felt that too much concern about the blood pressure, itself, tends to 

Crease the patient’s anxiety and to limit the treatment to too narrow a 
Phase of the total illness. In relation to the total question of treatment, 

Should like to quote directly from a paper by Dr. Edward Weiss, as follows: 
“What has been done in an effort to reduce the blood pressure? Be- 

Cause of an ill-founded idea that protein was responsible for hypertension 

and kidney disease, the patient was denied meat and eggs, and especially 

oy Meat, which f on some reason was looked upon with particular dread. 
'S diet was rendered even more unpalatable by the withdrawal of salt. 


bene 
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Sympathy would doubtless have been extended to this ee 
fellow, except that he was probably not able to eat anyway, his esd 
having been extracted on the theory that focal infection had somet e 
to do with hypertension. Even before this, he had sacrificed his tonsi 
and had had his sinuses punctured because of the same theory. In case 
some food had been consumed, the slight colonic residue was promptly 
washed out by numerous colonic irrigations, especially during the perio 
when the theory of auto-intoxication was enjoying a wave of popularity. 
To add to his unhappiness he was often told to stop work and exercise. 
Of course he was denied alcohol and tobacco, as well as coffee and tea, 
and as a climax to the difficulties of this unfortunate person, he may now 
fall into the clutches of the neurosurgeon, who is prepared to separate 
him from his sympathetic nervous system.” 
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A Case Report 
By HERBERT C. MODLIN, M.D.t 


The remarkable functional responsiveness of the human gastrointestinal 
tract to the individual’s emotional life has resulted in abundant contribu- 
tions to the literature of psychological medicine from studies in gastro- 
enterological physiology and pathology. The peptic ulcer syndrome has 
become a prototype of both the broad psychosomatic approach to illness 
and the narrower concept of a psychosomatic disease. 

Following the basic work of Draper, Alexander, Mittelmann, Wolf, 
Wolff, and others, concepts of “ulcer personality” and “ulcer conflict” have 
been widely accepted. Many recent articles in state and regional journals 
have borrowed this standard view of ulcer in explaining, debating and 
championing the psychosomatic trend in medicine. 

The case presented here conforms exactly to the classical ulcer picture in 
Some respects and deviates in others. Particularly interesting are the 
development of anxiety hysteria and narcolepsy supplementary to the 
ulcer syndrome. Through numerous well documented hospital charts and 
follow-up reports this case has been followed for fifteen years, and the 
interplay of the three syndromes constitutes a unique clinical story. 


ULCER, PHOBIA AND NARCOLEPSY* 


Case History 


The patient, a white, married, foundry foreman, aged 47, when examined in 1943 
complained of epigastric pain and burning, gas and regurgitation, weakness, and 
nervous tension, 
wa emily History. The patient’s parents, natives of England, moved to Canada 

k en he was 5, History of the grandparents and collaterals was non-contributive. 

' an father suffered from chronic stomach trouble and died from cancer of the stomach 

a fie the patient was 14. When he was 20 his mother died of pulmonary tuberculosis 

ii, a relatively short illness. The patient described his parents as quiet, reserved, 

pr ©monstrative and nervous. He found it difficult to characterize them separately, 
“sumably due to his feeling of having been rejected by both. 


and he patient was the third of six children. The oldest brother had stomach trouble 
nd a 


isch 
follo 


n ill-defined heart condition, both of which appeared in his late teens. He was 

arged from the Canadian Army in 1917 for these complaints, and during the 

roping thirty years was treated intermittently for peptic ulcers. Two other 
€T8 are living and well. Two younger sisters died in infancy. 


: . 
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Personal History. The patient’s prenatal period and birth were pen re 
immediately became a feeding problem. “I was puny, developed poorly, an 7 ae 
keep my food down well.” Enuresis, nail biting, phobias, tics, etc. were no pa n 
inent in his childhood. During school years he felt inferior because of his ast as 
build and assiduously avoided fights and contact sports. This attitude forced hi : 
to endure many insults from other children. He was self-protective, did not a 
in dangerous play, and never broke a bone. He recited in class with difficulty ee 
was painfully shy with girls. No particular hobby attracted him, and he cultiva : 
no avocation. His adult recreation consists of the radio, newspaper, movies. 4 
fitful interest in machines and motors prompted his choice of steam and electrica! 


A iy 5 . P i cces- | 
engineering as a vocation. After the war, a wanderlust carried him in rapid su! 


sion away from and back again to jobs in electrical plants, railroads, and tannar 
Finally, marriage influenced him to settle down with one firm where he has pona 
for twenty years. While he held several jobs, he was not an irresponsible itinere 
worker. Some of his changes benefited him financially. He had definite ambitio. 3 
and attended night schools including Columbia University during a sojourn in Ne 
York. 


; a ksi , e 
No significant childhood sexual experiences remain in the patient’s memory. H 
was always aware of a gnawing, 


Ultimately at 33 he was led into marriage b 


r8 
Y a rather forceful woman, five yes 
his junior. She had an independence somew 


; f 
hat like his own and demanded little © 


. he 
empered and easily annoyed, and in t 


name of her growing family, began directing his activities more positively 8&0 


naggingly, 
Present Illness. The patient enlisted in t Js 
combat. He suffered intervals of fear and tension, particularly during night patro 


; A s h 
and raids in which he participated. In 1917 he was “blown up by a shell.” Althoug 
not wounded he was dazed, trembling and bewilde 


3 ] 
to acute fear and “had a hard time keeping pee 
tite and got a hard lump in my stomach.’ ae 
i ectrical plant where a severe W! 


t made in 1933. ‘The patient ne 
his symptoms, and believed 
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oe A ee — tension lessened, and he gained weight. 

: job, alleviation was short lived. 

ced E in Mareh;. 1934, for relief of irresistible sleeping 
A r symptoms. Examination by a neuropsychiatric con- 

sultant elicited the facts concerning his phobias and narcoleptic-like diurnal sleepi- 

ness. _ There was sleep paralysis involving the left side of his body but no cataplexy. 

The diagnosis was Gelineau’s syndrome. 

Another acute perforation took the patient to the hospital in April, 1935, shortly 
ae his second child was born. He reported that during the year’s interim, narco- 
ay attacks had become progressively worse (several daily) to the extent that he 
ee eschewed reading. In attempting to attenuate the uncontrollable sleepiness in- 
ae by monotonous machine work, he had changed jobs at his company. This 
Bie constituted a small promotion with greater responsibility, which he feared. 

a le first post-operative day of surgery for the perforation, the narcolepsy magic- 
ally disappeared, and at the time of his last hospitalization in 1943, it had not returned. 
i pe patient was readmitted five years later (1940) suffering severe gastric distress 
x. nocturia. Bladder and kidney studies were negative as were upper G-I tract 
ig Since 1935, marital discord had increased. Because both her deliveries had 
Bae oo presentations, his wife was adamant against further pregnancies. How- 
Sa e was unwilling, as her husband suggested, to limit sexual relations; and by 
taka e to coitus interruptus and objectionable condoms they were mutually frus- 
eae The patient related that his older son, aged 9, had begun to exhibit the same 

iring, shy, cautious, anorexic behavior noted in his own childhood history. 

FR seed relapse in 1943 resulted in the patient’s fifth hospitalization. He stated 
fiat uring the three years following his last admission, symptoms of gastric pain, 
a spasm, and regurgitation had been the most unremittingly severe of any period 
to ee his entire history. He described, in addition, increased tension attributable 
fir 18 operating hazardous machines without adequate help and under the excessive 
it ess of war production demands. He could manage his work, but became an invalid 
tie returning home each night. He was not conscious of his previous phobias 
ich had apparently faded gradually within the past 5-8 years, nor was he troubled 
oF ay ePiness. He presented an alert, cooperative appearance, and after two weeks 
fen therapy in the hospital, was cheerful and relatively uncomplaining. X-ray 
nati ies exposed no gastric or duodenal pathology; gastric analysis and stool exami- 
ons were negative. Because of his long record of distress and perforation and 
eee history of carcinoma, subtotal gastrectomy was proposed. The patient 
tees promptly; the operation was performed; convalescence was uneventful. 
an lysical Examination. Aside from abdominal signs, no significant abnormalities 
wen noted on the various hospital charts. The patient was 5/10” tall, usually 

ghed about 135 Ibs. and had a scaphoid thorax. 
Aboratory Studies. Abnormal leukocyte counts, gas 


Cal 
of active ulcer were repeatedly noted. The only ex 
Various blood studies, carbohydrate 


Ca, K, cholesterol), spinal fluid 
(with basal lead), ete. were well 
de incident to one or another 


tric contents and stools typi- 


examinat: 
‘amination, skull films, electroencephalographs 
ün normal limits. Most of these tests had been ma 


pap Pitalizations, but all were repeated in 1943. . i 
thro, up Report. ‘The history thus far recorded was obtained in 1943. Recently, 
ee Sia efforts of Dr. W. D. Ross and Miss Agnes Emard of the Social Service depart- 

‘After his gastrectomy in 1943 the 


at, a five-year follow-up inquiry was made. 
Datie pa tion which he likes even to the 


nt left his heavy physical work for a clerical posi 
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extent of doing ungrudging overtime. Abdominal pains and aches es red 
concomitantly with worry over home or job. He still feels sure that his gastri i 
tress has always been on a nervous basis. His only habitual food idiosyncrasy 
rk. 
Po The social worker states, “‘The patient’s closest friends seem to be those ar 
willing to discuss his condition with him. He has a few companions at wor ae 
Seem to have the same gastric condition as he and he ‘just enjoys talking to —_, 
A very significant point in the 1948 report is the return of his a i ei 
could not give a definite date of recurrence, but for the past three years at leas = 
persomnolence has again consistently interfered with his work and ononsiopa e 
reation. His fellow employees are accustomed to rousing him from sleep, an oat 
17 year old son finds him a dull companion at ball games because ‘‘Dad sleeps pia 
of the time.” Apparently he can remain awake while active on his feet, but E aia 
ible drowsiness accompanies many sedentary activities. In 1947 he tried anti-8 


3 a 
medication prescribed by his family doctor but only for a few days because ‘‘it cau 
stomach pains.” 


It appears that his wife has 
consulting him in planning fa 
times during their (joint) int 
say a word.” 

His thirteen year old daughter is 
dent, aggressive and disobedient.” 
daughter a nice girl, and her son is 
his 1940 statement that the son is 
with a special inclination toward 


ts 
acquired firm domestic control and f. requently Dee 
mily matters. The social worker noted that sevi a 
erview he was impatient and asked her for his turn 


“the opposite of her brother, therefore t 
The mother laments her inability to make tö 

obviously her favorite. The patient reiterat ; 

“high strung and will become like me.” The Phe 
her father, is openly jealous of her mother. 

T people are undisguised. 

ent opines that cae being “blown up” in the wat 
Tom trouble and pain.” 


gnificant facts in this history: 
er predisposition (father, brother). 


always delicate and underweight. 
ents. 


7. Fearfulness, self-protectiveness, non 
hood associations, 


f e 
8. Development of an independent, self-sufficient fiction as a defensi 
against his frustrated dependent needs 


vocational, recreational or cultural resources. i t 
10. Occupational ambitiousness; studied and worked overtime without 
however, notably advancing himself. 
11. Heterosexual inhibition, fear of marriage. 
12. Marriage at 33 to 


independent, dominating woman. 
13. Onset of persistent 


anxiety during combat in World War I. 


A 
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14. Onset of epigastric discomfort in last months of war. 
15. Onset of phobias (wheels, high places) after Army discharge. 
16. Marked increase in ulcer symptoms following marriage. 

_ 17. Onset of narcolepsy with first perforation after three years of mar- 
riage, birth of first child and increasing dominance of wife; disappearance of 
narcolepsy following surgery for second perforation. 

18. Recurrence of narcolepsy following gastrectomy. 
19. Fading of phobic symptoms with increasing severity of ulcer problem. 
20. Increasing acting out of forced independence from childhood until 


| 33. Increasing emotional subjection to wife after age 33 coincident with 


aggravated ulcer syptoms and intermittent hypersomnolence. 

The psychological mechanism for peptic ulcer formation which is found 
most commonly in the literature follows the classical description of Alex- 
ander. Additions have been made by Mittelmann and Wolff ;? and Wolf 
Sad Wolff? among others. In Alexander's words the patient’s conscious 
attitude is “I am efficient, active, productive; or I give to everybody, help 
People, assume responsibilities.” Actually the opposite attitude, an ex- 
treme and violent craving for love and the need for dependence and help,, 
Tules his unconscious. The typical ulcer patient? is assertive, independent, 
self-sufficient, ambitious to succeed. He seldom admits anxiety and super- 
ficially is well adjusted. 

; Alexander believes this rejection of dependent needs is an overcompensa- 
tion for a sense of inferiority and guilt. Mittelmann and Wolff found 
anxiety, frustration, resentment, guilt, and self-condemnation under the 
assertive, independent façade. ! 

his patient, denied satisfaction of oral cravings in infancy and child- 
od, unloved by an invalided, egocentric father and a rejecting mother, 
attempted to achieve the “ulcer fagade.” When it collapsed during severe 
vombat experiences, he was once more the self-protective, non-aggressive 
ane As Mittelmann and Wolff state, “The patient had evolved an almost 
fn equate pattern for dealing with anxiety and then, through some life 
cident, was thrown into a disorganized anxious state.” 
ersonally catastrophic events in the War produced in this patient a 


Tonic anxiety state. Upon return to civilian life he attempted to re- 


T ish an independent existence which he insisted he preferred and was 
ref to relinquish. Anxiety hysteria and narcolepsy psychosomatically 

Uted his conscious attitude. ; : 
he patient finally could stand alone no longer and submitted in marriage 
a forceful mother figure. His wife’s demanding, non-giving attitude 


“88ests a repetition of the childhood pattern of frustration. In spite of 


i A ; 3 
i > Marital disillusionment, he demonstrated emotional bondage to his 


a : 
mily in foregoing his former vacillating work habits to become a steady 


Teadwinn Èr 
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Narcolepsy has recently been described in psychosomatic eb | 
curring in passive-dependent personalities who resent the life pat a 
which they are caught‘ or who are inclined toward a general withd a 
from conflict with reality5 This patient’s decision to cling to his meN J k 
for the sake of what emotional support it gave him rather than to be 
aggressive effort in altering circumstances, is consistent with his retrea 
into hypersomnolence. ee 

The strongly dominant alpha rhythm of the EEG also attested the on 
ally dependent nature of this man and his manner of accepting his life “a 
Saul, Davis and Davis® have shown this EEG pattern to be ee 
in personalities able to accept their passive-dependent attitudes wit a 
defensive reaction-formation. Rubin and Bowman’ corroborated 
finding in ulcer patients of the same type. elf- 

It would appear that this patient maintained with difficulty a § 
sufficient front which gave way 
dependent substructure. ‘oft 
gendered chronic anxiety which was nourished by a lifelong accumulati! 
of insecurity, inferiority, 
ciently released in phobi 
hereditary and constituti 


K i È ore 
de it possible for these patients to cling ™ 
openly to their receptive claims.” 
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VARYING HYPNOTIZABILITY IN A CASE OF PARKINSONISM* 


By H. WALDO BIRD, M.D. 


That direct hypnotic suggestion can effect inhibition of the tremor of a 
Parkinsonian patient is of considerable interest and significance in psy- 
chosomatic theory. Interest in the example to be cited is heightened by 
the discovery that the tremor appeared abruptly at a time of stress and by 
finding that the patient’s susceptibility to hypnosis was variable. 5 

An attempt at elucidation of the dynamic factors underlying thes 
findings is embodied in the following case study. 


Case Report 


A middle aged, white, divorced, radio operator was admitted to the hospital be 
cause of painful muscular rigidity and tremor of the right arm. to ® 

Historical Background. The patient is the youngest of eight siblings, born ank 
domineering, har -driving, opinionated Michigan farmer and his kindly subservio i 
wife. Asa child, he attempted repeatedly to compensate for his inferior eae A 
the family through competitive, aggressive behavior. At age four, when denien 
trivial request by his father, the boy spitefully broke several dozens of fres! of 
gathered eggs. He was always ready to battle his brothers and sisters for a gare 
the meager supply of candy and toys. Because of the mutually deep attachment 
tween the patient and his mother, he knew that her aid could be successfully enliste 
if his own efforts failed, to 

When the patient was eight years old, the poverty-stricken family was forced nd 
seek shelter with relatives in Iowa. The ensuing two years were marked by Pia 
vation, and the embittered father insisted that all his children work long hours A 
the fields. Disobedience invited a sound thrashing. By the time the patient ihe 
automobiles over a wide area and, as & core 
ly for long periods. Upon returning home the 
ten decided that the children, especially tely 
y their mother in his absence and immedia 
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On warm Sundays, he customarily walked to a swimming hole five miles away es 
home. After the age of 14 he engaged frequently in sexual relations with casual i 
male acquaintances. With an improvement in the father’s financial status, ‘At 
family moved to the city where the patient completed two years of high school- de 
this point, he felt the lure of the distant lands described in his textbooks and ean 
up his mind to go to sea, but was “influenced” by his father to study wireless wa 
graphy for six months. A year later 


$ a 
, When promised assignment as a radio ope to 
he impulsively joined the Army. Disapp? 


. . . . t of 
x Published with the permission of the Chief Medical Director, Dene for é 
Medicine and Surgery, Veterans Administration, who assumes no responsibili 
the opinions expressed or the conclusions drawn by the author. 
t Winter Veterans Administration Hospital, Topeka, Kansas. 
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at finding himself assigned to the military police the patient promptly absented him- 
self without leave, and finally secured his release from service because of flat feet. 
A small pension was awarded him. Shortly thereafter, he married a girl at the end 
of a two-week courtship and moved into his parents’ home. A few weeks later, the 
father announced that the couple could reside with him only a limited time. This 
was followed by the wife’s demand that the patient look about for work. He be- 
came enraged at this turn of events, deserted his wife, and shipped out aboard a tramp 
steamer. A divorce was granted the following year. 

The next several years were largely spent at sea as aradio operator. The patient 
jumped ship on numerous occasions after becoming involved in arguments with the 
ship’s captain and worked as a laborer for short periods. On each return to the 
United States, he appealed for an increase in his pension. When 22, he was hospi- 
talized with high fever, variously diagnosed as malarial and influenzal, during the 
course of which he was comatose for two days. Upon returning home for a brief 
stay, the patient found his father destitute and a confirmed alcoholic since the stock 
market “crash.” Numerous fist-fights ensued between father and son, usually pre- 
cipitated by the former’s abuse of the mother. 

The patient did not visit his parents again for 5 years. After one year of desultory 
farming and constant conflict with his father, he set out for Washington in a renewed 
attempt to secure a larger pension. On the trip, he sought overnight lodging ina 
Soldiers’ home and stayed on for six months. After arriving at his original desti- 
nation and filing the appeal, he entered a second soldiers’ home where he remained 
until inducted into the Army three years later, despite the observation that he was 
Somewhat tense, undernourished, and had a bland facial expression. The patient is 
inclined to believe that an argument over a debt with a member of the local Selective 
Service Board was the direct cause of his being drafted. 

Present illness. While serving as radioman on board a military vessel en route 
to the Azores, the patient was hurriedly ordered by the captain to dispatch a distress 
Message following the discovery of an unidentified submarine. Paralyzed with fear, 
he found that he could not manipulate the wireless key because of the sudden de- 
velopment of a violent tremor of the right and dominant hand. When the danger 

ad passed, the patient became calm but noted that this tremor persisted in milder 
orm almost continuously. On two subsequent voyages, the trembling made it im- 
Possible for him to perform his duties. One month after onset of the symptom, he 
Was admitted to a hospital where the musculature of the right arm became mildly 
rigid, and a diagnosis of paralysis agitans was made. Before separation through 
medical channels, the diagnosis was changed at a second hospital to conversion 
hysteria. 

The unilateral tremor and rigidity progressed in severity. The patient supple- 
mented his pension by purchasing the neighbors’ crops which he managed to resell 
at a small profit. Dissatisfied as before with his compensation, he sought to have 

e amount increased immediately before entering the hospital (3 years after dis- 
charge from service). 

N Ezaminational Data. General physical examination revealed bilateral pes planus. 

eurological examination disclosed infrequent blinking of the eyes, monotonous 
Speech, expressionless facies, and a coarse, violent, rhythmic tremor of the right 
AS and forearm. The adventitious movements disappeared during sleep and pat- 
rned activity. In the resting position, the right arm and leg were semiflexed at 
Ree elbow and the knee. Bradykinesia, cog-wheel phenomenon, and rigidity were 

esent in the right upper extremity and to a lesser degree in the right lower extrem- 
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ity. The gait was marked by a right-sided limp resulting from sudden giving-way 
of the knee with each step. The right biceps reflex was somewhat diminished while 


the right knee jerk was hyperactive. The remainder of the examination disclosed 
no abnormalities. 


During the period of evaluation following admission to the hospital, the patient 
was described as being guarded, anxious, alert, jocular and extremely curious. Pro- 
ductions were circumstantial, moralistic and intellectualized. Thought content 
centered about the dual Possibilities of undergoing surgery for relief of the tremor 
and of obtaining increased compensation, as, “I am 100% disabled.” He could never 
bring himself to express directly the hostility obviously felt toward the father. Emo- 
flattened although in general appropriate to environmental 
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in skin sensation, but only partial amnesia for the preceding trance. Two 
attempts at abreaction into the scene on shipboard met with minimal suc- 
cess and post-hypnotic suggestion was performed on but one occasion. 
Parenteral prehypnotic sedation had no deepening effect. It was regu- 
larly possible by direct suggestion to abolish the tremor and diminish 
muscle rigidity for periods up to one-half hour in length, and these signs 
reappeared following an appropriate signal. In some instances, a brief 
latent period intervened between the signal and the response. On several 
Occasions, the tremor disappeared spontaneously after the trance had 
been entered. Asa control technique, he was observed in the waking state. 
Neither voluntarily nor in response to the identical suggestions, as were 
used during the hypnotic state, could he control the tremor for more than 
15 seconds. An electromyographic tracing recorded the inhibition and 
reappearance of the typical Parkinsonian tremor bursts in response to 
direct hypnotic suggestion. 


Paradoxical Response to Suggestion 


In the 6th month of hospitalization the patient demanded that neurosur- 
gery be performed, but refused to undergo the essential preliminary lumbar 
Puncture and oxyencephalography. Therefore, in a further attempt to 
combat the increasingly painful rigidity, intramuscular injections of curare 
Mm oil were given. After developing transient motor paresis, to which he 
reacted indignantly and with inordinate apprehension, the patient suddenly 
insisted that the program proposed by the neurosurgeon be carried out. 

© concurred in the recommendation that the air encephalogram be per- 
formed under hypnosis to reduce attendant discomfort. 

Accordingly, he was rehypnotized on eight occasions in preparation, 


_ ever attaining more than a superficial trance. The patient awoke spon- 


taneously from the hypnotic state twice and, denying that he had just 
een hypnotized, referred to the procedure as a “lot of hocus-pocus.” In 
the waking state, he was then able to inhibit the tremor voluntarily for as 
Ong as five minutes. The tremor no longer disappeared under hypnosis, 
and a paradoxical response to suggestion was observed. More violent 
trembling followed the direct suggestion that the tremor should subside, 
and it diminished markedly when the signal was given to increase the ampli- 
tude. This altered response was clearly seen in an electromyographic 
tracing, A simultaneous four-lead electroencephalogram revealed a mod- 
“rate degree of hypnotically induced relaxation. Psychological evaluation 
accomplished during this period demonstrated overalertness, constriction, 
Caution, and a general increase in mental efficiency. Rejection of depen- 

ence on males, a more negative attitude toward the doctor, and an in- 
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creased demand for the mother’s undivided attention were masked by a 
superficial show of independence. 


Oxyencephalography Performed under Hypnosis 


In the 11th hospital month, on the day preceding air study, an attempt at 
induction succeeded surprisingly well. The following morning the patient, 
routinely premedicated, was placed in alight trance and reassured that he 
would experience a minimum of discomfort thereafter. Tremor at once 
diminished markedly. During the procedure, minor complaints disap- 
peared promptly following appropriate suggestion, and the patient did not 
develop nausea, pallor, or alterations in the vital signs. Post-hypnoti¢ 
Suggestion reduced post-operative distress to a minimum as compared with 


the usual case, and he later expressed gratitude that he had been hyp- 
notized. 


Refractory to Hypnosis 


A pyramidotomy was performed by Dr. Leon Bernstein, which markedly 
allayed the tremor and rigidity. Nevertheless, the obvious improvement 
in motor functioning was minimized by the patient, who often expressed 
doubt both as to whether he would ever feel well enough to leave the hos- 
pital and as to what kind of work he should try if he did elect to leave. 
Paranoid material was expressed with less restraint than before, and he 
refused to commit himself on any issue if he thought that notes might be 
taken. Yet the patient readily consented to undergo hypnosis. How- 
ever, he suddenly opened his eyes during each of six attempts at inductio? 
and smiled triumphantly. He denied once again that he had ever bee? 
hypnotized, insisting that “weak-mindedness” makes for susceptibility to 
hypnosis. Psychological tests performed following pyramidotomy o 
vealed a noticeable improvement in visual-motor coordination. The stirik-g 
ing feature of the last battery was the increased effectiveness of his contro” 
over dangerous effects and impulses. He appeared to be reverting tO his 
premorbid personality, a mildly schizoid person who maintained a front ° 
pretentious intellectualizing and in whom projection and obsessive a 
decision were prominent. 

During the last month of his hospital stay, the patient received n 
cation that the extent of his disability warranted a significant increas? 
compensation. Thereafter, he made plans for convalescing at home- 
final attempt at hypnosis was unsuccessful. 
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found the potential Parkinsonian personality to be characterized by an 
aggressive drive toward external action with the locomotor system as ex- 
ecutive organ. This same author saw in the tremor of Parkinsonism an 
urge to activity for its own sake, and felt that muscular rigidity repre- 
sented a balance between aggression against obstacles and submission to 
restrictive influences. Jelliffe? conceived of the tremor as representing a 
motor reaction to dammed-back, unconscious hostility. In this case, the 
anamnestic data are replete with evidences of aggressive behavior and re- 
liance on the muscular system. In addition, attention is focused on the 
hostility immanent in the father-son relationship. 

Gradual onset is commonly held to be characteristic of the Parkinsonian 
syndrome. Booth noted that the traumatic conditions which imposed a 
serious handicap on the personality had been in effect for at least a few 
months before the onset of clinical symptoms. This patient’s incapaci- 
tating tremor, however, developed immediately under stress, thereafter 
abated for a time, and finally became fixed in severity. The tremulousness 
at its inception may have represented a primarily psychogenic reaction and 
only incidentally later became an expression of disordered extrapyramidal 
functioning. It is far more likely that a latent dysfunction of nervous 
pathways, pathologically conditioned by the earlier febrile process, mani- 
fested itself with the sudden need to discharge overwhelming anxiety. 
Thereupon, ego equilibrium was further menaced by the awareness of 
damage to the highly prized neuromuscular system which served to channel 
the bulk of the aggressive impulses into motor activity. A vicious circle 
entailing the discharge of anxiety was thereby set into motion. 

It is generally conceded that paranoid trends are an obstacle to success- 
ful hypnosis. Brenman and Gill’ cite the case of an individual whose 
latent paranoid ideation was stimulated through the use of hypnosis in a 


= Manner which might have led to a psychotic break. In the current case, 


where efforts were largely confined to direct suggestion, the continuation of 


‘the hypnotic procedure itself in the presence of latent paranoid material 


did not give evidence of further disturbing the basic personality structure. 
The case under consideration supports the view that symptoms of what 
is commonly described as an organic syndrome can be modified under 
Ypnosis, Schilder and Kauders' have likewise commented on the futility 
of attempting to distinguish between symptoms of organic disease and those 
of neurotic origin through the use of hypnosis. However, these authors are 
of the opinion that “profound hypnosis is a rule necessary in influencing 
Organic symptoms.” By conventional standards, this patient never en- 
tered a deep hypnotic level. This evident discrepancy can be resolved by 
Considering that degree of hypnotizability bears no direct relationship to 
What is termed the “psychic depth” of hypnosis. Brenman and Gill,?: § 
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in this connection, feel that therapeutic success depends largely on the 
extent of the subjects emotional participation in the hypnotic re 
` It would appear that this seemingly lightly hypnotized patient was al 
` attain significant psychic depth through the essential emotional invo 
ment in the relationship during the two indicated periods of his hospita 
zation. : eaten 
The varying hypnotizability is an intriguing feature of this presen z i 
The fact that susceptibility to hypnosis is not a static state that ooiisistel “ 
appears under any and all conditions has recently been emphasized. isi 
addition to whatever other characteristics it may possess, the rene 
State is clearly a unique and intimate interpersonal relationship. his 
present knowledge does not establish definitely the essential nature of Ze 
relationship in terms of conscious or unconscious gratifications met, D i 
does it assess conclusively the significance of the interplay between a 
chologic and neurophysiologic mechanisms. Any effort at explanation 7 
the variation in the hypnotizability of this patient meets these barriers ma 
well as difficulties posed by his guarded attitude. The anamnesis deon 
a passive-aggressive personality, who managed with partial success t E 
chronic inhibition of aggression through muscular expression. The kosa 
pital course, on the other hand, is marked by a changing emphasis on pe 
scious motivational factors with which the different susceptibilities to t 
induction of the trance can be roughly correlated. pat 
By statements that only the “weak-minded” are hypnotizable and 5 is 
hypnosis is “hocus-pocus,” the patient, who was struggling against 7 
passive needs, demonstrated that he entered the hypnotic relationship E, r 
conscious reservations. In the first phase of hypnotizability, stress W ni 
placed on the value of cooperativeness, an essential prerequisite to aoe j- 
ful hypnosis. The need to cooperate derived from positive conscious ir g 
vation in the direction of obtaining increased compensation and of meee 
relief from physical discomfort. This apparently made for susceptibil! 
to hypnosis in the early period and again during the air study. to 
Certain factors can be introduced to account for the altered response ie 
hypnosis following curarization. The negative effect on the transfer 
State resulting from the developm drug 


ent of an unpleasant reaction to & aE 
prescribed by the hypnotist played a significant role. Complete mustu; 
relaxation was intolerable to this 


patient because it derived from pbyY' E 
logico-chemical interference to the expression of aggression through neu ee 
muscular channels. This was followed by hostile indignation, clearly E 
lineated also by psychological testing, which at the outset served to PM 
the hypnotist’s purpose. In addition, the patient felt consciously ure 
surgery should be undertaken and could not accept the hypnotic proce’ ue: 
Which had assumed the significance of a palliative substitute technid 
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It is interesting that even a light hypnotic trance was inducible in the face 
of these detrimental influences. In all probability, the patient could not 
bring himself to resist hypnosis totally for fear of antagonizing the hypno- 
tist too greatly; yet the negativism is reflected in the paradoxical responses 
to suggestion. The psychodynamic balance of this hypnotized person 
seems to have been such that hypnotic suggestion could fail within the 
hypnotic trance. è 

It is noteworthy that after the operation, the patient gave little more than 
lip service to the improvement in his condition. This suggests that the 
symptoms had served the unconscious function of making a case for ac- 
cepting dependent gratification and secondary gain. The diminution in the 
disability must have, therefore, aroused hostility which again interfered 
with successful hypnosis. Further, there no longer existed the former con- 
scious motivation to participate in the experience. His final assertion that 
he had never been hypnotized demonstrated the then regnant efficacy of the 
conscious drive to obstruct hypnosis by attempting to deny the existence of 
those wishes which had previously made for successful hypnosis. 


BIBLIOGRAPHY 


1. Boorn, Gorr#arp: Psychodynamics in Parkinsonism. Psychosomatic Medicine, 
10: 1-14, Jan.-Feb., 1948. 

2. JELLIFFE, S. E.: The Parkinsonian Body Posture; Some Considerations on Un- 
conscious Hostility. Psychoanalytic Review, 27: 467-479, October, 1940. 

8. Brenman, MARGARET AND GILL, MERTON: Some Recent Observations on the Use 
of Hypnosis in Psychotherapy. Bulletin of the Menninger Clinic, 10: 104-109, 
July, 1946. 

4. ScmLDER, PAUL ann Kaupers, Orro: Hypnosis. New York, Nervous and Mental 
Disease Monograph Series, No. 46, 1927. F 

5. Brenman, MARGARET AND GILL, Merron: Hypnotherapy. Psychosomatic Medi- 
cine, 8: 117, March-April, 1946. 

6. Brenman, MARGARET AND GILL, Merron: Hypnotherapy. New York, Inter- 
national Universities Press, 1947. 


BOOK REVIEW 


Psychiatry in a Troubled World. By Witiiam C. MENNINGER. Price 
$6.00. Pp. 607. New York, MacMillan Co., 1948. key refer- 
This work should find a quick and extensive acceptance as a = a 

ence on most subjects relating to psychiatry in World War II and ; cow 
war period. That it was published within two years after the a ho’ bee 
separated from the Army deserves a tribute best understood by t a ate 
were in the armed services. Over 600 references and an index wit eet 
than 1200 items will promote its usefulness to students a menia She 
as well as furnishing interesting reading to those who participate 


levels from the compan 
Department is well documented and is a thri 


aes ‘Ss. 
ning a) army publications and cit ie a 
, ©) characteristics and attitudes of the soldier in 


: vosgful 
ìs well equipped by training and success T 
experience to help the former “Cinderella of Medveine” assume its prop? 


2 ior 
2 with the control of human behav ity 
His hard-headed common-sense and steadfast optimism about the abili 
of man to control his destiny much more than has been apparent hereto. e 


lends a dignity to the material which will be a real source of support tO i 
reader. Although the challenge is acute, there are means to pro 
mastery. 
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Pasadena, Califor? 
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